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Editorials 


THE WAY OUT WILL NOT BE EASY. 
BUT THE WAY OUT MUST BE 
FOUND. IT CAN BE FOUND. 

The saying that ‘‘nothing is sure but death 
and taxes’’ is merely a running mate for the 
inescapable fact that nothing is surer than high 
taxes and rebellion. 

History proves this time and time again. 
Unless the bureaucrats take a ‘‘high-wide-and- 
handsome”’ reef in their sails the signs are that 
history may prove it again and that only too 
soon. Consider the state of a country where in 
a period of fifteen years population increases 
15% ; the number of federal employes, 37% and 
the cost of central government—THREE HUN- 
DRED PER CENT. 

So, contemplation of the proposed plan of 
taxation settling like a malign shadow on the 
backs of the citizens of the United States stirs 
up the old demons of rebellion, guarded by 
wrath and righteousness from where they have 
lain since the days of the Boston Tea Party. 
‘‘Taxation without representation’’ is as unjust 
to-day as it was in the days when Washington, 
Henry, Hamilton, Jefferson and three score 
other God-advised patriots rose in protest for 
liberty and against license that drained the 
substance of decent men and women. 

Now all this super taxation, almost literally 
a tax upon a tax is the result of what two prime 
evils? 

1. Of a labyrinth of laws that are not only 
useless, confounding and for the most part un- 
known, whose partial enforcement calls for the 
support of far too large a proportion of abso- 
lutely untaxed citizen-employes of the United 
States and 

2. The installation and ever 
substance and personnel of a more complete 
centralization of government and absolutely 
bureaucratic control than ever sent the French 
revolution to churning or Red Russia on a riot. 

Nor is this mere hysterical maundering of a 


increasing 
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prejudiced propagandist. Facts, figures and 
finance tell the story. 

Though the up-keep of prohibition’s partial 
enforcement is one of the heaviest of burdens 
upon the taxpayer, who sees his country’s in- 
struments of defense cut to the bone that bu- 
reaucrats may keep their jobs and their taxless 
yet taxpayer paid salaries, the greatest menace 
to-day is the burden of laws upon laws and 
laws upon laws. Where they begin and where 
they end nobody knows. What the taxpayer is 
about to discover this year as never before is 
that by the time he has finished paying taxes 
for supporting the people who are paid to try 
to enforce laws that nobody wants he can begin 
to pay for the support of the people who are 
maintained at the taxpayers’ expense because 
of infringements of some of the thousands of 
laws. As a nation we have gone infantile on 
the subject of kindness to criminals. ‘‘The 
policeman’s lot is not a happy one,’’ perhaps, 
but goodness knows the tax rates are enough 
and the institutions of restraint and punish- 
ment comfortable enough to make the average 
criminal’s life far easier and far happier than 
that of the average tax-paying citizen. 

A decade ago the late Senator Albert J. Bev- 
eridge remarked that we were working under 
more laws and far greater taxation than had 
afforded justifiable excuse for the French revo- 
lution. And we have been going steadily on, 
since then, by leaps and bounds for more laws 
and more taxation and more taxation and more 
laws. 

The tremendous loss of revenue from the 
liquor industry added to the tremendous taxa- 
tion for the inept, aye almost impossible, en- 
forcement of a law that only a portion of the 
nation wants and that even a smaller propor- 
tion respects is one of the most massive loads 
upon the taxpayers’ shoulders. It is not the 
purpose of this article to be anti-prohibition 
propaganda since the prohibition amendment is 
put one of hundreds of hampering laws, albeit 
perhaps our most expensive piece of excess bag- 
gage. Suffice it to say in passing and in reminder 
that this law was a war measure, or rather put 
up to the country as a war measure just as was 
the drafting of an army and a navy, both of 
which lawmakers are now trying to put out of 
existence. Even so, when the country got back 
into mufti was it rational that the statute books 
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and the economic conditions of the land should 
still be kept in the khaki and the blue? 

This achievement came because its life sprung 
democracy and the most humane form of na- 
tional government devised by civilized man. 
This achievement came because its life sprung 
not from a mess of laws but from a group of 
principles rooted in the brief statement that the 
‘*least government is the best government’’ and 
that bureaucratic control and overcentralization 
of government allied with high taxation produce 
the ‘‘abomination of desolation.’’ Thanks to 
political jobbery coupled with the credulity and 
national indifference to questions economic the 
monstrous abomination would seem to be about 
to be spawned in the very laps of a suddenly 
terrified people. 

The way out will not be easy. Nothing worth 
while ever is. But the way out must be found, 
it can be found, and it may be found only by a 
direct determination of the people to take such 
a firm hand on the strings by which the politi- 
cians manipulate the legislative and executive 
machinery of this country that it will be the 
politicians and not the people, the tax-eaters 
and not the taxpayers who are exploited. 

Chicago as a city is a bankrupt municipality 
and a shame to the nation with its financial 
ravishment and plundering. Yet, ‘‘Let him who 
is without stain cast the first stone.’’ Corrup- 
tion in government did not start first in the city 
by the lakeside. Decent citizens have grown far 
too accustomed to considering a little govern- 
mental corruption like a civic cold in the head. 
Yet a common cold is a dangerous affair and 
calls for complete and immediate eradication 
for the benefit of the community. 

Something must be done to purge the coun- 
try of its contamination. Nor is this a case 
where ‘‘the hair of the dog cures its bite’’ by 
landing more officers, more laws, more control 
upon a suffering land. Unless, and here is the 
exception that proves the rule, with one fell 
swoop we might return to that immortal docu- 
ment, the original Constitution of the United 
States with all amendments, save that relating 
to slavery and equal franchise wiped clean off 
the slate. 

It would be good to feel that much legislative 
freedom again. It would be great to be again a 
citizen of a free republic. It would be inspiring 
to be less ‘‘ well-managed.”’ 
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Here are facts to set you thinking. Here are 
facts to make you telegraph the men you have 
elected to state and to national legislative bod- 
ies. Their authenticity is that of no less an 
organization than the Chicago Daily Tribune. 

Under date of Dee. 28, 1931, writes Arthur 
Sears Henning for publication in the Chicago 
Daily Tribune of Dee. 29, 1931, that the ‘‘Cost 
of United States Government Soars Three Hun- 
dred Per Cent. in Fifteen Years.’’ Now in that 
time neither the savings accounts, nor the wage 
earning capacities of the bulk of the citizens of 
the United States have approached anything 
like even one tenth of that amount. In fact the 
discrepancy of the ratio between the taxes paid 
by the wage earner and his earnings reduces the 
average citizen to the state of peonage rather 
than maintains him in self-respecting citizen- 
ship. 

The answer to all this is not to destroy gov- 
ernment but to maintain government but reduce 
its cost of maintenance by destruction of its 
leeches and barnacles. 

Listen to Mr. Henning: 

Further says Mr. Henning under date of Dee. 
29, 1931: 

[Chicago Tribune Press Service.] 

Washington, D. C., Dec. 28.—[Special.]—The federal 
bureaucracy is a voracious tax eater. In the last 15 
years, while the population increased 16 per cent, the 
number of federal employes increased 37 per cent and 
the expenditures on the civil functions of the central 
government rose nearly 300 per cent. 

Largely because of the expense of such effort as is 
being made to enforce prohibition, the cost of federal 
law enforcement is now ten times what it was 15 years 
ago. The cost of the legislative, judicial, executive and 
other general functions of the government has trebled, 
while the cost of paternalistic, subventional and regula- 
tive activities has quadrupled. 


PRESIDENT’S OFFICE COSTLY 

The White House and its grounds have an appraised 
value of 18 millions. The rental value is therefore a 
trifle more than one million a year. If to this rental 
there be added the White House and executive office 
expenses, including the military and naval aides, secret 
service men and police, it appears that the annual cost 
of the presidential office to the taxpayers is $1,650,679. 


COST OF CONGRESS. 

For the expenses of the senate the appropriation this 
year is $3,249,292. The salary item for 96 senators is 
$960,000, while their mileage at ten cents a mile to 
and from Washington requires $51,000. Salaries of 
othcers and employes aggregate $1,694,132, and the 
contingent expenses, including that of the multitudinous 
senate investigations, comes to $544,160, 
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The house of representatives is costing $8,183,612 this 
year. The salaries of representatives, territorial dele- 
gates and commissioners total $4,405,000, their mileage 
$175,000. The salaries of house officers and employes 
aggregate $1,035,962 in addition to which $2,200,000 is 
appropriated for the clerk hire allowance of members. 
The contingent expenses come to $362,650. The capitol 
police and other miscellaneous expenses are down for 
$188,050. 

The architect of the capitol and 14 assistants are paid 
$48,580, the upkeep of the capitol costs $352,555, and 
improvement of the grounds $256,726. The senate 
office building costs $216,963 to maintain while $3,079,- 
350 is being expended this year on its completion. The 
house office building costs $198,256 to maintain. Upon 
construction of an additional house office building 
$3,400,000 is being expended this year. The capitol 
power plant requires an outlay of $359,450. 


OTHER COSTLY APPURTENANCES. 


Upon the maintenance and extension of the library 
of congress there is being spent this year about $3,725,- 
000. The botanic garden, which is an appurtenance of 
congress, costs $173,882, while $576,398 is being ex- 
pended this year on construction of new conservatories. 
Free flowers and potted plants for their social affairs 
are botanic garden perquisites of senators and congress- 
men. Operation of the government printing office, 
another appendage of congress, requires an expenditure 
this year of $3,294,000. 

All the items of expense of congress as listed in the 
budget for the legislative establishment total $27,309,- 
340. There are other items of expense that do not 
appear in the legislative budget, as for example, the 
cost of the postal franking privilege for senators and 
congressmen. Franked mail matter carried for senators 
and representatives last year, had it been paid for at 
regular postage rates, would have added $852,641 to the 
postoffice department. 

The appraised value of the capitol and its grounds is 
$45,590,000, its rental value $2,729,400 a year. The total 
cost of congress thus becomes $30,891,381, or an average 
of $57,633 for each senator and member of the house. 





FALSE OR ERRONEOUS PROPAGAN- 
DA RELATIVE TO UNITED STATES 
MATERNAL MORTALITY RATE. 
As a matter of fact no reports are compre- 

hensive enough or are based on comparable 
records showing that the United States occu- 
pies fifteenth place or any other position in 
maternal mortality statistics. No statistics on 
which such a statement can be based appear to 
exist. 

Because it has been impossible to compare 
the death rates of different countries, at the 
meeting of the American Medical Association 
held in Atlantic City in May, 1929, the Health 
Section of the League of Nations considered it 
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important enough to call attention to this mat- 
ter by posting a chart which bore the caption 
‘*International Incomparability of Mortality 
Statisties.’’ In 1921 the Committee on Maternal 
and Infant Welfare of the Massachusetts Med- 
ical Society issued the following statement: 
‘‘The undersigned regret the readiness with 
which medical writers all over the country have 
been willing to concede inferiority in obstetrics 
in the United States merely because of foreign 
statistics gathered under unknown conditions. ’’ 

Those obsessed with the idea that in state 
medicine lies a panacea for all national ail- 
ments—physieal, financial and psychical, ma- 
terial, commercial and artistic—point out con- 
tinuously and in crescendo that the United 
States ranks only seventeenth best in the list 
of countries with reduced maternity mortality. 
But this they can not prove. 

Countries laboring under the burdens of 
health insurance and state medicine are cited 
fallaciously as illustrations of what such gag 
rule of medicine does towards increasing re- 
duction of infant and maternal mortality. And 
yards and yards of garbled statistics are 
fetched forth by way of proof. Can this espe- 
cial article be health insurance and State medi- 
cine propaganda ? 

Now there is only one thing the matter with 
these statistics; only one little item that makes 
them basically fallacious. And that item is that 
one set of standards is used to measure and to 
compute maternity mortality abroad, and 
another and an entirely different set of stand- 
ards is employed in this country. As a matter 
of fact statistical computation is not precisely 
uniform in the various states. Even the Federal 
government itself puts a few extra twists into 
state statistics when those reach Washington. 

Russia, Italy and England are among the 
countries said to have a lower maternity mor- 
tality than the United States. Since 1915 sta- 
tistics, figures and statements of any sort 
coming from Russia have need to be regarded 
with only half an eye and with far more than 
the traditional grain of salt. Italy has never 
made publie the exact method of procedure for 
the collection of any of her statistics. Great 
Britain is probably the most understandable 
and above board, but even in the sister English- 
speaking domain there is a definite difference 
in classification as to what on the death cer- 
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tificate means a demise in childbirth because 
of a parturition accident or result; or a demise 
in childbirth from some previous ailment or 
condition that is aggravated by the mechanies 
of parturition. 

In Russia the state sanctioned practice of 
abortion, a factor absent from the death rates 
of any nation. Between the United States and 
England, all countries in fact, the methods of 
census taking differ radically. The United 
States Census Bureau uses the blanket term of 
‘*puerperal state.’’ 

With the lack of all uniformity in the meth- 
od of gathering maternal mortality statistics or 
any other statistics, death rates in different 
countries cannot be compared with the slight- 
est degree of accuracy. It is like measuring 
milk by the quart in one hand and by a yard- 
stick with the other. 

In the second place, the practice of specify- 
ing the cause of mortality and of classifying 
death certificates according to cause varies sig- 
nificantly not only in different nations but in 
different political units within each country. 
An illustration of this fact is the percentage 
of deaths attributed to ‘‘unknown’’ causes and 
to ‘‘old age’’ in the different countries. Out of 
a dozen leading nations only four reported in 
1927 anything like as low a ratio of deaths 
from ‘‘unknown causes’’ as did the United 
States. These 12 countries with the death rate 
per 100,000 reported as of ‘‘unknown’’ causes 
and from ‘‘old age’’ in 1927 were as shown in 
the table: 


DEATHS PER 100,000, 1927 





Cause specified as: “Unknown” “Old Age” 

PUNE 5 oo. ds. veers cian rcatHen sea wae Ale 57 144 
PEE isis an oss neruuucnes siemens 23 151 
en ean ae ee 72 74 
CS Sy gear eerarerur ey Sara ree 171 219 
ee, EEE ET ee 4 129 
Tae enter errr se 180 256 
Netherlands 17 52 

6505 4.0 a8 64a pada waeae Seas 58 147 
DMN Sonik osc a'c aie wrote ex vine rts wacU ce 26 177 
IS See erent nar eres 13 44 
EME NU RIOR 5 05.645 «65-04 ce sa bees 3 58 
UNE EUR: og. n 5c ain begins cis oo she's 17 11 
NER Foes cae Sth rae eee es 3 5 


‘Unknown’? of course is a debatable and 
slip-shod term and a generic alibi. Yet in the 
1910 death registration area of the United 
States, and embracing practically two-thirds of 
the population, the death rate per 100,000 as- 
eribed to ‘‘Unknown Causes’’ in the United 
States in 1917 was only three. American phy- 
sicians are conscientious in seeking to establish 
causes of death and honest enough to inscribe 
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these causes in the records and that rate of 
“three unknown’’ is lowest of all other coun- 
tries save one! 

Birth registration in the United States is far 
more lax than in Europe—admittedly at least 
ten per cent. off. The statistical trend in this 
country however is to treat maternal mortality 
now as once was done with old age or “‘senility 


deaths. ’’ 





HIGHWAY ACCIDENTS AND THEIR 
CARE BY DOCTORS AND HOSPI- 
TALS. 

Dr. F. D. Vickers, Deming, New Mexico, in 
Southwestern Medicine for December, 1932, has 
much to offer relative to highway accidents and 
their care. We quote: 

There has been in the past few years a steady 
increase in highway accidents, till now the death 
rate is much like modern war and the injured 
number something like one million per year. 
This same condition seems destined to overtake 
many nations. England last year had more 
‘illed and nine times as many wounded on her 
highways as she lost in three years of South 
African war. War stops in time, but there seems 
to be no way to halt this great epidemic. 

Our mass psychology seems to take all this for 
granted. We note the millions of miles our rail- 
roads run without fatality, we are conscious of 
safety-first in our industries, our street cars 
have carefully selected motormen, and yet we 
allow the children, the woman who faints on 
slight alarm, the man who is half drunk, and 
about all our mental and physical incompetents, 
to run two-ton and runabout locomotives 
through crowds, and speed faster than trains 
up and down our highways; and our sense of 
alarm seems stupefie? ‘hey are only highway 
accidents. 

I have no remedy to orter, but I hope some 
means may be devised that will take care of the 
injured on some such plan as they buy gasoline. 
Most of these accident cases do not carry insur- 
ance, or at least the right kind of insurance. If 
they do have the right kind of insurance there 
is a settlement up a legal lane at some place and 
time remote from the scene of the accident, and 
if the aceident eases win in two or three years 
from a higher court, then, when the lawyer is 
paid, and if they are honest—and we sometimes 
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lament with the old woman, ‘‘If burglars were 
only honest,’’—well, after all of this, the hospi- 
tal and the doctor may or may not be paid, less 
the pleasure trip to court as a witness. 

Many states have passed ‘‘financial responsi- 
bility’’ laws, varying in character, but in gen- 
eral requiring proof of ability to pay damages 
in case of responsibility for accidents—and the 
motorist usually carries liability insurance. 

Compulsory liability insurance is required of 
all motorists in Great Britain and some Seandi- 
navian countries. Some forty of our states re- 
quire taxicabs and busses to be covered with 
liability insurance to protect not only passen- 
gers but pedestrians. Quite a number of states 
require freight cars to earry this liability insur- 
ance. 

Massachusetts has required the passenger cars 
to carry liability insurance, but this does not 
apply to out-of-state motorists. Under the Mas- 
sachusetts law, more claimants are able to collect 
damages, but trials are delayed as long as in 
other states. 

It would seem a logical conclusion that we 
should work out in the various states, insurance 
on the lines of industrial compensation. Twenty 
years ago our industrial compensation was in 
about the same status as our automobile insur- 
ance is now. Practically all of the states have 
passed legislation entitling workmen to compen- 
sation regardless of whose fault causes the acci- 
dent. The employer is required to pay the 
premiums. The workman proves to the state 
board the facts of his case and the gravity of his 
injuries. The cases are not taken to court except 
on appeal from the decision of this board. 

The workman’s compensation principle is 
now so well established that the Ballantine Com- 
mittee has reported a tentative plan, having for 
its basis the New York Workman’s Compensa- 
tion Act to be carried to the automobile field. It 
provides compensation to all persons disabled 
for more than a week; to the dependents of per- 
sons killed, for funeral expenses and medical 
eare. The cost of such insurance would depend 
on the liberality of compensation. This would 
be handled at once by the state board and kept 
out of court, thus sparing attorney’s fees, which 
are no small item. The Ballantine Committee, 
having as its chairman Mr. Ballantine of the 
New York bar, also assistant secretary of the 
treasury, investigated more than eight thousand 
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personal injury cases in different localities, 
court records and state laws bearing on compen- 
sation problems; making the first complete study 
of compensation in automobile personal injuries 
and deaths. The Committee goes on record as 
favoring compulsory liability insurance on part 
of automobile owners, and proposes law to cover 
the treatment and care of injured persons to be 
borne by the owner of the automobile responsible 
for the accident. 

The National Safety Council estimate, from 
studies of accidents in eight states having a sys- 
tem of driver’s license which throws out a few 
of the obviously unfit, reduction of the expecta- 
tion of fatalities by 29 per cent. Private passen- 
ger vehicle fatal mishaps have increased 50 per 
cent. in the past four years, and in the same 
interval of time the number of truck deaths de- 
creased 6 per cent., fatal accidents from taxicabs 
decreased 35 per cent. despite a large increase 
of such vehicles, and bus accident deaths de- 
clined 12 per cent. 

This compulsory insurance would compel 
drivers of cars to pass examinations and have 
driver’s license. 

The economic losses resulting from highway 
accidents are immeasurable, and they fall heav- 
ily on the hospitals and physicians. An idea of 
the enormous loss from these injuries and deaths 
may be had by considering what it costs our gov- 
ernment to cover our war injuries and deaths, 
and they correspond to one and a half years of 
automobile accidents; and these accidents go 
merrily on while war stops to breathe. 

The Columbia University Council for Re- 
search in Social Sciences studied compensation 
in automobile accidents in 313 fatal accidents. 
Insured cases were able to meet cost of funeral 
and medical care in 77 per cent, and part pay- 
ment in 11 per cent. In only 12 per cent. was 
there no payment. Of cases not covered with 
insurance, payment was made in only 7 per 
cent., part payment in. 8 per cent., no payment 
in 85 per cent. In Philadelphia Hospital free 
treatment was given to 62 per cent. of cases. Of 
those who were charged, one-third of the amount 
was unpaid at the end of one year. In New Jer- 
sey, of 1781 automobile accidents, 56 per cent. of 
hospital care was paid. In Ohio, 1930, 50 per 
cent. was considered non-collectible. 

A logical conclusion would be that we seek to 
have our various states pass laws compelling 
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automobile owners to carry insurance along the 
line of workmen’s compensation laws at present 
in force; to provide a state board to settle these 
cases instead of going to courts; that the settle. 
ment should take care of the hospital and medi- 
eal cost of the cases; and that the state should 
have a system to license drivers ; that we encour. 
age the legislation committees of our state socie- 
ties to carry this matter to their legislatures. 





THE ANNUAL MEETING 


The 1933 Annual Meeting held in Peoria on 
May 16, 17, 18th, will go down in history as one 
of the best meetings of all times. Although the 
weather was not favorable, the attendance was 
greater than at any previous down-state meeting 
—the total registration almost reaching 1,400, 
with more than eleven hundred members pres- 
ent. 

Everything was arranged to the best advan- 
tage so that the exhibits and the Section meet- 
ings, as well as all general meetings, were held 
under the same roof. Scientific meetings were 
handled well, and progressed satisfactorily. The 
Oration in Medicine, Oration in Surgery, and 
the President’s Address were attended by an 
unusually large number of members, and were 
excellent presentations. 

The President’s Dinner on Wednesday eve- 
ning was attended by nearly four hundred, and 
the only address made at this interesting func- 
tion was that of the Chairman of the Council, 
Chas. D. Center, when the President’s Certifi- 
cate was presented to Dr. Neal. This address 
was broadcast by Radio Station W.M.B.D. The 
President’s Dance following the Dinner was 
well attended. 

There was an unusually large attendance on 
Thursday morning, when the Joint Session of 
all Sections was presented, the speakers selected 
from each Section to present subjects of general 
interest. 

The two Sessions of the House of Delegates 
were held on Tuesday afternoon, and Thursday 
morning, and both were well attended, and 
much business was transacted. At the closing 
meeting, the House of Delegates by resolution, 
thanked the many Peoria groups, the Peoria 
Medical Society, the Arrangements Committee, 
and its Chairman, C. G. Farnum, for their con- 
stant effort to make this an outstanding meet- 
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ing. The Peoria press was highly cooperative 
throughout the meeting, and received a special 
yote of thanks for the many manifestations of 
their desire to aid the Society in every way pos- 
sible. 

The House of Delegates voted to meet in 1934 
in Springfield, subject to suitable arrangements 
being made by the Council. The following of- 
feers and committees were elected at the 
dosing session of the House of Delegates. 


President-elect ....Chas. D. Center. ..Quincy 
Ist Vice President..C.G. Farnum...... Peoria 
Ind Vice President. H. V. Gould...... Chicago 
Secretary ........; H. M. Camp.... Monmouth 


Treasurer A. J. Markley. . . Belvidere 


THE COUNCIL 
2 Serer Chicago 


2 ree 

2 8 eer LL are Quincy 
Aehy Tall... «00+ 9th Dist. ....Mt. Vernon 
J.S. Templeton....10th Dist... . Pinckneyville 
Historian...... Irving S. Cutter...... Chicago 


STANDING COMMITTEES 


Publie Policy 
W.S. Bougher, Chairman............ Chicago 
dc MUN os iy berber hice Sain Gees Chicago 
SNe cick wasn dass Peoria 
Legislative 
John R. Neal, Chairman.......... Springfield 
TE Sere ener Chicago 
errr Jacksonville 
Medico-legal 
J. R. Ballinger, Chairman............ Chicago 
R. 0. Hawthorne, Secretary....... Monticello 
et. CMe ss kek icc icccss cee Peoria 
Walter Wilhelmj.............. East St. Louis 
Oscar Hawkinson................... Chicago 
ee i) Sie Chicago 


Relations to Public Health Adminstration 


F. F. Maple, Chairman.............. Chicago 
Thomas i a i a a ae eee Chicage 
ES ra ee Chicago 
RN WON ic con ah cin ead aseokiuets Elgin 


Medical Edueation and Hospitals 
J.P. Simonds, Chairman............. Chicago 
tiie he Ra en ee Clinton 
H. 0. Munson 
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Delegates to the American Medical Association 


eh es kk ig tees e har ieansataes Peoria 
TC Creek des eares East St. Louis 
Mather Pfeiffenberger................. Alton 
CS iid dav5 his oot dwnd Chicago 
a ae SR oc endeae sean notunden eas Chicago 
Alternate Delegates to the American Medical 
Association 
Te Py Gh i ons ho asad Canton 
CRO sk Ske 60040.aN 404s Rockford 
ee M4 bo sk eee ewes Mt. Vernon 
Pe I ick Seis in ee keen Chicago 
ee SG bs ins ae ad cones cecneoes Chicago 
pO ee eee ee ere Mattoon 
ee NS 6 a Hix Seren tie eevesesees Chicago 


SECTION OFFICERS FOR 1934 
Section on Medicine 


R. F. Herndon, Chairman......... Springfield 
Don C. Sutton, Secretary............ Chicago 
Section on Surgery 
George W. Post, Chairman........... Chicago 
B. V. McClanahan, Secretary....... Galesburg 
Section on Eye, Ear, Nose and Throat 
George S. Duntley, Chairman........ Macomb 
O. B. Nugent, Secretary............. Chicago 
Section on Public Health and Hygiene 
J. Howard Beard, Chairman.......... Urbana 
Lloyd Arnold, Secretary............. Chicago 
Section on Radiology 
Robert F. Arens, Chairman........... Chicago 
P. Pipe Beenes ao vic deiees Decatur 
SECRETARIES’ CONFERENCE 
ee 8 errr Marion 
Elizabeth R. Miner, Vice President. ... Macomb 
C. D. Suiveby, Beeretary. ... . os cccscece Ipava 


Dr. Irving S. Cutter of Chicago, was re- 
elected as Historian for the Society. 

The 1933 Annual Meeting will be long remem- 
bered as one of the best meetings the Society has 
ever held. 





ON THE EUROPEAN 

After the fall of the Herriot government, an American, 
registered at a de luxe Paris hotel, approached the boni- 
face with his bill in his hand and asked: 

“Am I on the American or European plan?” 

“On the European plan, of course,” the hotel man re- 
plied. 

The American smiled and commented, “Then I don’t 
pay, eh!” 
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CHARLES C. CENTER IS PRESIDENT- 

ELECT. 

In choosing Charles C. Center as president- 
elect of the Illinois State Medical society, physi- 
cians of our commonwealth have shown rare 
wisdom. 

Dr. Center, who is both ‘‘M.D.’’ and ‘‘F.A. 
C.S.’’ comes from Quiney, Ill., and spent his 
boyhood on a pioneer Illinois farm. The lessons 
he learned there in his youth stood him in good 
stead when as colonel in command of the 130th 
Infantry regiment and later commanding trains 
and military police. Dr. Center went all through 
the thick of the fight with the famous ‘‘ Thirty- 
third’’ whose part in winning the war is one 
war record that nobody questions. He saw the 
whole show from Quincey, Ill, to Luxembourg, 
via Texas and the Meuse and the mud. In faet 
his war work went further than that. He began 
with the ‘‘home guards’’ 
1905 was assistant surgeon, medical corps, First 
Illinois Infantry. 
literature and has some notable poems and prose 


and so far back as 
Dr. Center has dipped into 


to his eredit. 





ILLINOIS DOCTOR HOLDS PRIORITY 
CLAIM FOR THE USE OF RADIUM 
IN INSANITY. 

Dr. G. Frank Lydston claimed and claimed 
accurately precedental rights to the Voronoff 
discovery. Another feather in the cap of Chi- 
cago medicos is that by Dr. Finley John in the 
ILLINOIS MepicAL JOURNAL. In May, 1927, ap- 
peared an article by Dr. John on the use of 
radium in mental cases that parallels and pos- 
sibly anticipates the tremendous interest in 
France to-day of the miraculous results of radio- 
activity in the treatment of insanity. 

We have in our possession translations from 
the French of reports by three able French sci- 
entists upon this treatment. 

These are entitled ‘‘ Medical Applications of 
Radioactive Emanations According to the Stud- 
; ‘‘Emanotherapy by 
the Vaugeois Method by Dr. Cherigie’’; ‘‘ Arti- 
ficial Radioactive Waters, Siecle Medical, May, 
1932”’; ‘‘ Association of Diathermy and Emano- 
therapy by P. Gasquet, M.D.’’ and ‘‘ Emano- 
therapy—Radon-Thoron.”’ 


, 


ies of Georges Vaugeois’ 


Your attention is called also to this excerpt 
from Le Journal of Paris as to the work by Prof. 
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Gabriel Petit who injected very diluted radio. 
active salts into the veins of horses. 

Says the interview in ‘‘Le Journal,”’ 

‘*Professor Petit had remarked that the metal 
fixt itself in the nervous centers. 

‘‘The idea occurred to him to apply the same 
treatment to man. 

‘‘He did not mean to make the application di- 
rectly. 

‘“Tnstead of injecting the radioactive ‘salt’ he 
injected the serum of horses already ‘radio- 
activated.’ 

‘‘THis experiments took place first of all at 
Charenton with the aid of Dr. Marchand, and 
later he worked at the Henri Rousselle hospital 
under the ‘control’ of Drs. Toulouse and Cour. 
tois. 

‘The radioactive salt employed was thorium 
ba 

‘*Some fifty-two patients afflicted with melan- 
cholia, mental confusion, and even raving mad- 
ness, were treated. 

‘The results have been encouraging, for more 
than half the patients were cured, while a large 
majority of them were improved by the treat- 
ment. 

‘*Professor Petit has ascertained definitely 
that the serum does not act through the medium 
of shock, but by means of the radioactive sub- 
stance it contains. 

‘‘We may therefore say with a reasonable 
degree of confidence that we have here a new 
method of treatment for patients whose cases 
are often pronounced hopeless.’’ 


LAY PRESS AWAKENS TO MEDICAL 

ECONOMICS. 

In the June, 1933, issue of the Ladies Home 
Journal Loring A. Schuler presents in an edi- 
torial a direct appeal to the several millions of 
subscribers to this periodical to 

‘“Pay your doctors’ bills promptly !”’ 


The medical profession seems to have gained 
in Mr. Schuler exactly that sort of a partisan as 
he himself calls the family doctor of whom he 


says: 

‘The true family physician is a friend in need 
who puts service to humanity ahead of money oF 
comfort, or even his own family. He deserves 
better support than he is getting. There is Just 
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one remedy for a situation that is starving and 
embittering him, and that is wholly in the hands 
of his patients, 

‘Pay your doctors’ bills promptly !’’ 

Raison d’etre for his timely editorial Mr. 
Schuler states in the beginning when he quotes 
one of his ‘‘midwestern readers,’’ who writes to 
him to say that 

“My husband worked nine hours today and 
eame home with one dollar which he had col- 
lected for his services. It is hard for a family of 
five to live on one dollar a day. Yet my husband 
isnot a downtrodden ditch digger, nor is he as- 
sistant to the garbage collector. He is a pre- 
sumably successful physician, with a high stand- 
ing in the community for professional ability, 
business integrity and a great kindliness toward 
people in distress. 

‘Tn discussions of the costs of medical care, 
we frequently see the statement, ‘The doctors 
charge too much.’ Every doctor’s wife will tell 
you that that is literally true—but what we mean 
is that the doctors charge too frequently. Be- 
cause it often seems that the average family pays 
some of its bills on the first of the month, most of 
them eventually, and the doctor’s bill last, if at 
all. Why do they forget so quickly ?’’ 

Commenting upon which Mr. Schuler writes, 
ina statement both competent and able, 

“The condition of which this doctor’s wife 
writes is common over the whole country. Money 
is scarce, yes—but it is no more plentiful in the 
homes of the doctors. They, too, must buy food 
and clothing. They, too, must pay promptly for 
gasoline and electrie lights and telephone serv- 
ice. The high ethies of the doctor’s calling force 
more charitable service than the 
plumber, for instanee, is expected to render ; but 
if the plumber doesn’t pay the doctor, how is the 
doctor in turn to pay the plumber ? 

“The members of the medical society in one 
big Eastern county report that 18.6 per cent of 
their income is not collectible—and the chief 
tase is given as ‘indifference of patients.’ Many 
of them are trying to maintain their homes, their 
offices, their necessary means of transportation, 
and the medicines and equipment which they 
must have for the relief of the sick, on incomes 


him into 


of less than a thousand dollars a year. And . 


many of them, proud as they are of their pro- 
lessional standing, are today simply forced to 
accept public and private charity to keep going.”’ 
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THE TENDENCY OF DOCTORS TO AC- 

CEPT SALARIED POSITIONS. 

In ease you are wondering what the editor 
means when he crusades continuously against 
‘*Tendencies in Medical Practice,’’ here are a 
few of them, if not in a nutshell at least in a 
table. The survey covered sixty-nine medical 
colleges. Approximately 35 per cent. of those 
graduating from medical schools in 1925 limited 
their practice to a specialty within six years 
after graduation. An additional 35 per cent. of 
graduates lock forward to the same kind of a 
career. These percentages were on the increase 
up to 1920. 

That there is an increasing tendency for men 
to enter the practice at older age than pre- 
viously, can be attributed only partially to the 
increased requirements. 

That more graduates are practicing in the 
larger communities than seems justifiable ac- 
cording to population distribution. 

That approximately one in every six gradu- 
ates is destined to hold a full-time salaried 
position. 

That 99 per cent. of the 1925 graduates located 
in the United States and that 39 per cent. of 
Canadian graduates also located here. 

Now 48 per cent. of the population is in com- 
munities of less than 5000 and only 19 per cent. 
of the 1925 graduates were to be found there. 
Modern transportation methods prevent serious 
consequences arising from this situation, but it 
is improbable that this is the cause of it. The 
drift of graduates to the cities in this day would 
have occurred regardless of transportation meth- 
ods and the means of reaching the farms. It is 
not confined to the practice of medicine. 

It is possible that as the old practitioner’s 
death leaves an open space in the village there 
will be a greater tendency on the part of the 
young man to fix himself in it than there was 
when it looked as if all the money were in the 
city. Times are changing in more ways than one. 

Six years after graduation, 17 per cent. of 
the graduates of 1920 and 1925 were oceupying 
full-time salaried positions. 

If those positions were in large measure with 
private institutions and corporations, there is 
much that is alarming about it. If they are 
publie payroll positions, the tendency in that 
direction well may be the subject of examination. 

There is no question of the rapid encroach- 
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ment of that kind of practice of medicine. We 
are not sure where the promotion of this kind 
of practice lies, whether with the medical col- 
leges or elsewhere. In the matter of getting on 


the public payroll more and more graduates of . 


engineering and agricultural schools, the schools 
are under suspicion. 





DESPITE ANTENATAL CARE, 
MATERNAL MORTALITY IN 
LONDON SHOWS NO 
DECLINE 


The A. M. A. London correspondent under 
date of July 2, 1932, under the heading ‘‘ Mater- 
nal Mortality Undiminished”’ says: 

A fact causing much concern is that, while 
infant and general mortality have much de- 
clined, maternal mortality, despite the intro- 
duction of antenatal care, shows no decline. It 
is thirty years since the routine supervision of 
the expectant mother, normal as well as abnor- 
mal, was introduced by the late Dr. J. W. Bal- 
lantyne of Edinburgh. The widespread estab- 
lishment of antenatal clinics has been one of 
the most important advances of preventive medi- 
cine of recent years. Dr. F. J. Browne, professor 
of obstetric medicine in the University of Lon- 
don and director of the obstetric unit of Uni- 
versity College Hospital, in a paper on maternal 
mortality contributed to the Lancet, points out 
that while in 1911 the puerperal mortality was 
3.87 per thousand live births, in 1930 it was 
4.40 and that the figures for puerperal sepsis 
mortality were, respectively, 1.43 and 1.92. The 
mortality from eclampsia has not declined. In- 
vestigating the causes of this persistent high 
mortality, Professor Browne examined thirty- 
three reports of nine maternity hospitals of the 
highest standing in order to find the causes of 
death among women who had received antenatal 
care and the frequency of eclampsia among 
them. His conclusions are as follows: 1. Ante- 
natal care cannot appreciably influence the 
frequency of death from postpartum hemor- 
rhage or shock after easy uncomplicated labor, 
which accounted for 1 in 5 of the 173 deaths 
examined. 2. The incidence of complicated and 
obstructed labor from disproportion and similar 
causes is being diminished. But a good many 
eases are still unprevented and the discovery of 
others often leads to induction of premature 
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labor and cesarean section. Professor Browne 
thinks that much of the interference is unneces- 
sary and constitutes meddlesome midwifery, 
The figures show that instrumental induction 
of labor accounted for 8 deaths out of 173, even 
in the best surroundings and in well organized 
hospitals staffed by experts. He also thinks that 
cesarean section is often done unnecessarily and 
can be dangerous, even in clean cases in the best 
surroundings and with expert skill, as is shown 
by the fact that it accounted for 18 deaths out 
of the 173. ‘‘ Women are saved from obstructed 
labor only to run the possibly less, but still con- 
siderable, risk of induction of labor and cesarean 
section. In possibly a quarter of such cases the 
operations were unnecessary.’’ 3. Antenatal 
care can do little or nothing to prevent such 
frequent causes of death as antepartum hemor- 
rhage, which accounted for 1 in 10 of all the 
deaths. Possibly more might be done by taking 
note of slight warning hemorrhages and admit- 
ting the patient immediately to the hospital. 
4. In one-seventh of the cases the causes were 
such as antenatal care could not prevent—rup- 
ture of the aorta in the second stage, cancer of 
the cervix, and influenzal bronchopneumonia. 
5. Clinies are not doing all they might to pre- 
vent eclampsia. The defects are failure to esti- 
mate blood pressure, insufficiently frequent 
return visits, insufficient realization of the im- 
portance of edema as a premonitory sign, and 
delay in instituting adequate treatment. 





A EUGENIC SUPERSTITION 


Medical Times and Long Island Medical Jour- 
nal, September 1932, says editorially. We 
quote: 

Henry Fairfield Osborn, one of the country’s 
most famous scientists, writing in the August 
Forum, pleads ably and eloquently for birth 
selection versus birth control. He says, speaking 
of birth control : ‘‘ Especially in the hands of its 
chief propagandist in this country, Margaret 
Sanger, it is fraught with danger to society at 
large and threatens rather than insures the up- 
ward ascent and evolution of the human race.” 
It is the ‘‘best’’ strains that are threatened by 
birth control, which, like a two-edged sword, is 
thought to be eliminating alike the fittest and 
the unfittest, and so, as regards the former, to 
be dysgenic in effect. 
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It is probably the so-called fittest who resort 
to abortion with greater relative frequency, and 
itis the abortion factor, rather than the contra- 
ception factor proper, that is effecting biologic 
carnage. For practical purposes, contraception 
must be thought of as implying much abortion, 
since contraception of itself, as now applied, is 
pretty much humbug. In any ease, the resultant 
decimation may be called birth control, and that 
is what is in Professor Osborn’s mind. 

Professor Osborn is wholly correct in claim- 
ing that the so-called better classes are menaced 
in the fashion indicated, but some writers’ as- 
sumption of a hereditary eugenic aristocracy 
within the alleged better classes (the Galton 
doctrine) does not arouse our enthusiasm at all. 
Genius, which is the source of all our progress, 
does not derive from the ‘‘best’’ strains; high 
talent, of course, may and does. Genius derives 
from so-called bad stock, as Christianity germi- 
nated in the slum proletariat of the Mediterra- 
nean cities. That so-called bad Christian stock 
was really good stock, hatching great saints and 
scholars and artists. The stock of genius, in the 
words of Emerson, is like the oyster which, 
wounded, mends its shell with pearl. Genius as 
manifested in creative works of beauty and 
unique spiritual or mystical or intellectual sig- 
nificance and power is a refuge alternative to 
more seemingly tragic havens, open to the po- 
tentially neuropathic who are so constituted 
congenitally as to be able to avail themselves of 
it. Neurotic perdition is thus dodged. Genius, 
then, is this particular type of reaction to life. 
For such an individual each one of these alter- 
native reactions is no more and no less a via 
crucis than the other, which explains the tradi- 
tional ‘‘thin wall’’ between genius and insanity. 

Needless to say, Professor Osborn’s ‘‘best’’ 
strains suggest no neuropathic connotations, but 
only an especially powerful urge, resting upon 
good energy endowment and the formation of 
certain trends and psychic patterns in child- 
hood, to attain suecess and prestige in the pres- 
ent world of reality—an urge conditioned by 


the degree of immediate desire for self preserva- 
tion. 


Of course, we don’t wish birth control (con- 
traception plus abortion) to menace either that 
which we owe to the eugenie aristocracy or to 
the strains that beget genius. But Professor 
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Osborn need not trouble himself so grievously 
over the multiplication of the ‘‘unfit.’’ 





MEDICAL ADVERTISING SOLICITORS 
WANTED 


The Inurors MepicaL JouRNAL desires in 
Chicago and in each of the principal cities in 
the United States solicitors, preferably persons 
with medical advertising experience. No guar- 
anteed salary. Compensation solely on commis- 
sion basis. 

ILLINOIS MEDICAL JOURNAL 
185 N. Wabash Avenue, Chicago, Illinois 





THE TRIALS AND TRIBULATIONS OF 
AN EDITOR, OR ANY OFFICER OF THE 
MEDICAL SOCIETY, ARE GREAT 


Dr. Olin West in discussing the trials and 
tribulations of medical editors and other offi- 
cers of any medical society among other things 
mentions the following: 

The trials and tribulations of an editor, or 
any officer of any medical society, are great, as 
you all know. 

I recently heard of an incident in which a 
physician had written what was, in his opinion, 
a very splendid scientific paper, and sent it to 
the editor of a certain journal. The editor sent 
it back with a letter saying that while it con- 
tained some very excellent material, it was 
much too long, much too involved, and would 
not be read in its present form, and asked the 
writer to cut it down. He received in answer 
an insulting letter to the effect that the writer 
knew what he wanted to say and how to say it. 
Of course, he did not get very far with that. 
The editor told him, however, that he was going 
to take the liberty of having the paper revised 
and would then submit it to him. He turned it 
over to a manuscript editor who reduced it by 
about half and it was then returned to the 
physician without any comment or any marks 
of identification. A telegram came back saying 
that this was the best paper on the subject the 
gentleman had ever read, adding: ‘‘You can 
throw mine in the waste basket.’’ It was his 
own paper, properly edited, with some of his 
idiosyncrasies eliminated. The paper was pub- 
lished in its revised form and created a good 
deal of favorable comment. 
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WE CAN IMAGINE WITHOUT DIFFICULTY 

WHAT CONDITIONS WOULD BE LIKE IF 

THE PROFESSION SUCCUMBS TO POLITICAL 
CONTROL 

An editorial in Medical Times gives the following 
outline of one duty under socialized medicine ; 

Among the consequences of lay and political control 
under socialization would presumably be such a duty as 
the magazine Common Sense proposes: 

It has been argued that birth control education is a 
necessary social job and that the ad-men are doing it. 
The answer to that is that they are doing it badly, irre- 
sponsibly and expensively. Is there any reason why the 
state shouldn’t do this job officially, as the privately 
financed birth control clinics have been doing it unoffi- 
cially ? 

Judging from the recent report of the Committee on 
the Costs of Medical Care, recommending what is in 
effect socialized medicine, the medical profession is just 
about ready to take on this job. 

With no reliable contraceptive known to the medical 
profession, and with commercial concerns competing 
madly with each other in this dubious field, one can 
imagine without much difficulty what conditions would 
be like if the profession ever succumbed to political and 
lay control. 

Measure the effrontery in such proposals and measure 
the degree of dishonor and corruption expected of the 
doctor and there will be a keener realization of an 
impending menace. 


DOCTORS OF THE UNITED STATES TREAT 
WITHOUT COST MORE THAN FIFTY MIL- 
LION PEOPLE ANNUALLY 

According to Dr. John B. Wright, Raleigh, N. C., 
there were in the United States in 1920—175 free clin- 
ics; to-day we have 8,000. The increase in population 
in our country in the years 1920-30 was 1.3 per cent; 
during these ten years, the doctors of the United States 
treated without cost more than fifty million people an- 
nually. Figure this enormous amount out at $2 per 
patient and you have one hundred million dollars an- 
nually, representing the charitable work the medical 
profession is performing. I doubt if half that sum is 
contributed by all of the medical foundations in a 10- 
year period. The medical profession should not be ex- 
pected to contribute of their funds to all charitable 
organizations and then treat all the charity poor in our 
State without charge. 





ESTABLISHED FACTS IN ALLERGY 

Bray in an article in the British Medical Journal, 
considered the following to be established facts: 

1. The allergic diathesis is transmitted as a Men- 
delian dominant. 

2. The greater the heredity, the earlier are the 
symptoms manifested. 

3. The earlier in life the individual becomes sensi- 
tive, the greater the tendency to multiple sensitization. 

4. Asthma, hay fever, eczema, urticaria, angio-neu- 
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rotic edema and migraine appear to be intimately cor. 
related and to be interchangeable. 

5. A child born in a family with a pure hay fever 
lineage is much more likely to be affected with hay 
fever than with asthma, and vice versa. 5 

6. Where several members of one family are af- 
fected, sensitization is not identical as regards the 
specific proteins, nor are the clinical types of allergy or 
the symptoms displayed in each type themselves identi- 
cal in different members of the same family. 


THE A.M.A. MILWAUKEE SESSION 
RaILrRoAD RATES 

The Southeastern Passenger Association, in 
addition to the other passenger associations 
previously mentioned, has announced that tick- 
ets will be sold from its territory to the annual 
session of the American Medical Association at 
one and one-third fares in accordance with the 
regulations set down under the heading 
‘‘Transportation’’” in the May 13 issue of THE 
JOURNAL. 

The round trip rate of one and one-half fares 
previously announced by the New England 
Passenger Association has been reduced to a 
fare and one-third for the round trip. 

SECTION DINNER 

The Section on Gastro-Enterology and Proe- 
tology has arranged to have its dinner at the 
Hotel Schroeder on Wednesday evening, June 
14, at 7 o’elock. Dr. H. L. Bockus, 250 South 
Eighteenth Street, Philadelphia, is the seere- 
tary of the Section on Gastro-Enterology and 
Proctology. 

Section REUNION MEETING AND SMOKER 

The officers of thé Section on Ophthalmology 
have arranged for an informal reunion meeting 
and smoker, Wednesday evening, June 14, at 
about 7:30, in the Skyroom of the Plankinton 
Hotel. The secretary of this Section is Dr. 
Parker Heath, 1551 Woodward Avenue, De- 
troit. 


ANNUAL VETERANS OF 


MEETING OF MEDICAL 
THE WorRLD WAR 

The annual meeting of the Medical Veterans 
of the World War will be held at 9 p. ™, 
Wednesday, June 14, at the Eagles Club, Mil- 
waukee. There will be an informa] smoker, re 
ception and luncheon. Dr. Gilbert E. Seaman, 
324 East Wisconsin Avenue, Milwaukee, is the 
chairman of the committee in charge of ar 
rangements for this meeting. Members of the 
Association of Military Surgeons and all medl- 
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eal veterans of the World War, including phy- 
siecians who served as medical advisers to gov- 
ernment units and draft boards, are invited to 


attend. 

SHOULD THE CHRISTIAN CHURCH BE 

DIRECTED BY MEN WHO ARE NOT 

CHRISTIANS, THEN CHRISTIANITY IS 

DOOMED. THE SAME IS TRUE OF 
MEDICINE 

Dr. John B. Wright of Raleigh, N. C., in 
Southern Medicine and Surgery says: 

Should the Christian Church be directed by 
men who are not Christians, then Christianity 
is doomed. The same is true of medicine. The 
care of the sick must of necessity be centered 
around and directed by the medical profession. 
There can never be continued progress in life- 
saving and public health by turning the man- 
agement over to others than members of the 
medical profession. Our health departments 
cannot function as they should when they are 
run by laymen and politicians and dominated 
by lay boards. Medicine must retain control of 
its own affairs or it is doomed. Medicine had 
no part in bringing about the financial crisis 
now upon us, yet this fact does not alter tle 
conditions that medicine must face. 





RESTORING THE GENERAL PRACTI- 
TIONER TO HIS RIGHTFUL PLACE IN 
OUR SOCIAL AND ECONOMIC ORDER 

The New York Times offers the following 
comment relative to the importance of the fam- 
ily physician : 

The new president of the Academy of Medi- 
cine, Dr. Bernard Sachs, gave in his inaugural 
address fresh emphasis to the importance of re- 
storing the general practitioner—the ‘‘general 
medical diagnostician’’—to his rightful place 
in our social and economie order. 

The man with broad vision, with calm judg- 
ment, with human touch—the family physician 
—with the full appreciation of the needs of the 
individual under the present strain of social 
and economic stress, is sorely needed. 

The man of such qualities is needed in every 
walk of life, but in none more than in that pro- 
fession which touches life more intimately for 
most people than does any other. 

The family physician ministers to the whole 
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being of man in all its intimacies. He who goes 
to cure the body of his patient, if he be such a 
doctor as Dr. Sachs describes, finds that he has 
to deal also with the soul which is its guest. 
Sir Thomas Browne said that going to see the 
sick man he forgot his profession and found 
himself calling ‘‘unto God for his soul.’’ But 
life is basically a keeping of body and soul to- 
gether, and the good of the two is inseparable. 
Human nature includes spirit and body and the 
doctor has to do with both in their inter-rela- 
tions. He may not be able to treat the whole 
body, but ‘‘he must be able to treat the body as 
a whole’’ and eall the specialist to his aid. In 
the efforts to provide adequate medical advice 
and eare for all of small or moderate means in 
every community and yet assure reasonable 
compensation to the physician, the personal re- 
lationship between doctor and patient must be 
preserved as the foundational factor. 


STATE HEALTH DEPARTMENT CALLS 
ATTENTION TO A NEW MOTION 
PICTURE FILM 

The Director of Public Health calls attention of the 
profession to a new motion picture film relating to diag- 
nostic laboratory procedures and a lecture service on 
laboratory methods which are now available from the 
State Department of Public Health for programs of 
local medical societies. The picture was made by the 
Department especially for medical audiences. It shows 
the technique of taking specimens from patients for 
laboratory examination and how to prepare the speci- 
mens for mailing. 

One section of the picture shows how to take specimens 
for laboratory diagnosis of whooping cough by the cough 
plate method and another shows the newly developed 
method of taking specimens for dark field microscopic 
examination in a way that permits mailing to the 
laboratory. 

Other films on the various procedures of diagnostic 
laboratories, on the manufacture of various vaccines 
end a popular film on diphtheria lately made by the 
Department are also available. All of these films are 
on l6mm. stock. 

A lecturer is available from the Department to dis- 
cuss the procedures visualized in the pictures. 

Local medical societies are invited to take advantage 
of this service in arranging programs for regular or 
special meetings. 





TAKING PRECAUTIONS 


Farmer’s Wife (to druggist)—‘‘Now, be sure and 
write plain on them bottles which is for the horse and 
which is for my husband. I don’t want nothin’ to happen 
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to that horse before the spring plowin’. 
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NEED MORE INFORMATION ON 
PATENT MEDICINE LABELS 

U. S. Department of Agriculture in an immediate 
release letter dated May 11, 1933, says: 

Need for more complete and imformative labeling on 
patent and proprietary medicines and for stricter regu- 
lation of patent-medicine advertising is seen by Dr. F. 
J. Cullen, chief, drug control, Federal Food and Drug 
Administration, in reports of recent fatalities resulting 
from cinchophen poisoning. Cinchophen, a chemical 
anodyne and sedative, is frequently used by sufferers 
from neuralgia, rheumatic pains, neuritis, arthritis, 
gout, and similar disorders. The Federal food and drug 
law, as at present written, does not require the presence 
of this drug in a medicine to be declared upon the label. 

“Mayo Clinic, Rochester, Minn., recently reported 
five fatal cases due to poisoning from cinchophen which 
was self-administered or taken without proper medical 
supervision,” says Dr. Cullen. “The patients came to 
the clinic for relief from jaundice. Atrophy of the 
liver was the main pathology. As late as October, 
1932, the Annals of Internal Medicine reported six 
fatal cases of cinchophen poisoning, four of which were 
caused by one proprietary remedy. The patients suf- 
fered from progressive painless jaundice, associated 
with other distress, and with pyrosis and vomiting. 
One patient took 60 grains of cinchophen, another 
about 45 5-grain tablets over a period of one month. 
The Administration has recently received reports of a 
number of other deaths which were directly attributed 
to poisoning from this drug.” 

The Federal food and drugs act, in its present form, 
requires a label declaration only for a few narcotics or 
other drugs. These are: Alcohol, morphine, opium, 
cocaine, heroine, alpha or beta eucaine, chloroform, 
cannabis indica, chloral hydrate, acetanilid, or any 
derivative or preparation of any such substance. This 
requirement unquestionably, says Dr. Cullen, affords 
the public some protection. But there is a real need 
for additional safeguards which could be achieved by 
amending the law so as to insist that additional habit- 
forming or otherwise dangerous drugs, such as cincho- 
phen, be declared upon the label of medicines in which 
they are present. Many preparations containing cin- 
chophen—which should never be used without medical 
supervision—are labeled so as to meet the present re- 
quirements of the pure food and drug jaw. 

“We have noted few cinchophen-bearing preparations 
which were labeled with remedial claims for arthritis 
or neuritis,” Dr. Cullen declares. “But we have seen a 
number of such preparations advertised with curative 
claims for arthritis, neuritis, neuralgia, etc. Such ad- 
vertising appears in newspapers and radio broadcasts. 
A medicine containing such a potentially dangerous sub- 
stance should be used only under the care of a physician. 
This applies equally to many other patent and proprietary 
preparations which contain other inherently injurious 
drugs.” 


Leaving the needle in place after an intramuscular 
injection, and injecting 1 to 2 cc. of air will relieve 
pain and untoward effects frequently. 
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THE FUNCTIONS OF THE TONSILS 

In spite of much research, little is definitely known 
about the functions of the tonsils. L. B. Seiferth, of 
Cologne, has recently reviewed at length modern knowl- 
edge of the subject, and a perusal of his essay empha- 
sizes the scantiness of this knowledge. He discusses the 
possible functions of the tonsils under the headings of 
lymphocyte formation, defensive function, and internal 
secretion, and he concludes that the only function which 
has been proved with certainty is the production of 
lymphocytes. This function the tonsils share with all 
the lymph glands of the body, and their extirpation can- 
not therefore, from this point of view, do much to alter 
the general bodily constitution. In addition, there are 
good grounds for believing that the tonsils play an im- 
portant part in the defensive mechanism of the body, and 
Seiferth believes that the involution of the tonsils at 
puberty may be connected with the fact that by this time 
a satisfactory degree of immunity has been achieved. 
Experiments directed to prove an internal secretion have 
so far been so contradictory as to be quite inconclu- 
sive. Seiferth holds that the theoretical problem can 
have at present but little influence on the practical one 
of clinical treatment, which may, in his opinion, be 
summed up in the two words “chronic tonsillitis”; but 
the diagnosis of this chronic tonsillitis, and therefore 
the indications for operation, have not so far been greatly 
influenced by physiological considerations. The prac- 
tical side of the tonsil problem is dealt with very directly 
in a letter of instruction sent to school physicians by the 
Department of School Hygiene of the city of Boston in 
the hope that such carefully formulated rules should tend 
to bring the school and family physicians into better ac- 
cord. According to these rules the school physician 
should recommend tonsillectomy and adenoidectomy 
only: 

1. If the child gives a history of repeated attacks of 
acute tonsillitis or quinsy sore-throat ; 

2. If the child has suffered from continuous head 
colds ; 

3. If the cervical glands are definitely enlarged and 
have suffered from acute inflammation ; 

4. If the child has obstructive nasal breathing 
(adenoids) ; 

5. If the child has suffered from an attack of acute 
catarrhal or suppurative otitis media ; 

6. If the child is a mouth breather ; 

7. If the child gives a history of repeated attacks of 
pharyngitis, laryngitis, or bronchitis ; 

8. If the tonsils obstruct the fauces, making the swal- 
lowing of food difficult ; 

9. If the child gives a history of rheumatism, chorea, 
endocarditis, or nephritis ; 

10. If there is evidence of a continuous discharge from 
the nose not caused by a sinusitis or antrum disease; 

11. If the tonsil is “buried” and therefore objectively 
not visible as a large structure, but shows definite evi 
dence of a diseased condition. It does not, however, 
appear to follow that operation must be advised in all 
children falling into any of these groups. Nos. 4 and 6 
seem to be synonymous, and it should be remembered 
that there are other causes of nasal obstruction in chil- 
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dren; No. 11 appears to beg the question, for removal 
may be advisable when a tonsil “shows definite evidence 
of a diseased condition” whether it is or is not buried. 
On the whole, these rules should achieve the purpose for 
which they have been framed; but truly the “tonsil prob- 
lem” is too difficult to be solved within so rigid a frame. 
—The Lancet, April 9, 1932. 





THE AMERICAN CONGRESS OF RADIOLOGY 
MEETS IN CHICAGO 


Chicago during the World’s Fair will welcome the 
largest radiological congress ever held in the United 
States when the four national radiological societies will 
meet here in joint convention. Other members of the 
medical profession are invited as well. The American 
Congress of Radiology is scheduled for September 25-30, 
inclusive, at the Palmer House. According to Dr. Henry 
K. Pancoast of Philadelphia, president of the Congress, 
all physicians, physicists, biologists and others connected 
with the allied sciences will be made welcome at the 
Congress. 

The four radiological societies sponsoring the Congress 
who have eliminated their regular annual meetings for 
1933 in its favor are: The American College of Radiol- 
ogy, the American Radium Society, the American Roent- 
gen Ray Society, and the Radiological Society of North 
America. The Chicago Roentgen Society will also par- 
ticipate. 

Scores of visitors from Central and South American 
countries are expected to attend the Congress, and in- 
vitations have been sent to European colleagues. Over 
150 essayists will devote 55 full hours to the scientific 
program. The six-day program, however, places the 
scientific meetings to terminate at 2:00 p.m., leaving the 
afternoons free for visiting the Century of Progress 
World’s Fair. Incidentally, the Fair itself will have re- 
markable worthwhile displays showing the development 
of the x-rays and radium in their medical applications. 

Dr. Benjamin H. Orndoff of Chicago, chairman of the 
Executive Council of the Congress, invites members of 
the medical profession to inquire further of him by writ- 
ing to 2561 N. Clark Street, Chicago, concerning mem- 
bership in the Congress, railroad and hotel rates, etc. He 
points out that the Palmer House is reserving 1,400 rooms 
for the period of the Congress and guarantees that rates 
will not be increased or other prices advanced during the 
session. The Palmer House was selected for the Con- 
gress because it is so well arranged for such an event, 
and the scientific sessions, as well as scientific and com- 
mercial exhibits, will all be on one floor. 





THE ANSWER IS EASY 

A group of pilots were buzzing about something or 
other as the flight commander approached and several 
times he caught the expression, “the last word in air- 
planes.” 

“Well,” he said as he reached the group, “what is the 
last word in airplanes ?” 

The group chorused: “Jump!” 
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Correspondence 


THE RECOMMENDATIONS OF THE MA- 
JORITY REPORT OF THE COMMITTEE 
ON THE COSTS OF MEDICAL CARE 
CANNOT BE MADE OPERATIVE 

WITHOUT STATE OR FEDERAL 
CONTROL, OR WITHOUT DESTROY- 
ING THE PERSONAL RELATIONS 
BETWEEN THE PATIENT AND 
HIS DOCTOR 


Brooklyn, N. Y., May 1, 1933. 


To the Editor: The Committee on the Costs of 
Medical Care had no authority from any Fed- 
eral or State governmental body; no authority 
from Organized Medicine, as represented by 
The American Medical Association and the 
State and County Medical Societies of this coun- 
try; no petition by or authority from the Peo- 
ple of this nation; that it is just a self-consti- 
tuted Committee which has been and is being 
inspired, financed and controlled by eight 
monied Foundations and two Uplift or Welfare 
groups. 

That the plan contained in that Committee’s 
majority recommendations is the self-same Com- 
pulsory Health Insurance which the People of 
this and other States fought and defeated in 
1919-20, when their Doctors went to them with 
the facts, as your Family Doctor and his col- 
leagues in the County Society should do, now. 

The plan, if put into effect, would make the 
People Cattleized-Card-Indexed-Units and their 
Doctors and other agencies of healing panel-ized, 
impersonalized cogs in a huge political machine 
and public and private health a pawn in the 
game of Social Control by the moneybund 
Foundations. 

These Foundations do know and what that 
Committee which spent one million dollars in 
Foundations’ money and five years of time 
should know and does know, is that plan cannot 
be made operative without State or Federal con- 
trol, or without destroying the personal relation 
between the Patient and his Doctor, or without 
destroying the safety of the one and the integ- 
rity and moral of the other, as it has done in 
some of the countries of Europe. 

One thing we should promptly realize is that, 
however grandly that Committee may protest, in 
its Digest, its Report or in its Newspaper and 
Radio propaganda that ‘‘the sacred relation of 





504 ILLINOIS MEDICAL JOURNAL 


the Patient and his Doctor is dear to their hearts 
and must and will be jealously preserved’’ they 
know—and you will know if you give it a mo- 
ment’s thought, that they have neither the pur- 
pose nor the power to do so—because they know 
and you know that a Medical Centre, such as 
they propose, would not be organized a week 
until it would become a Discord Centre—uwnless 
one of two influences were in control—Money or 
Power. .. . Money-profit flowing to the group of 
organizers... or... authority vested in the 
dominant political party in the State and Na- 
tion and operating through patronage personnel 
that would be non-medical . . . between the cu- 
pidity of the one group and the polities of the 
other, the sick American Citizen would not have 
a Chinaman’s chance to choose his Doctor or his 
method of treatment. 

What few people know and what most people 
should know is that the American People have 
much more to fear from the University, Parlor 
and Magazine High-Priests of the Congrega- 
tions - of - Worshippers - at - the - Shrine of 
Something - Else - than - Americanism than they 
have from the gutter Communist. 

When such self-constituted, Foundation-sub- 
sidized Committee on the Costs of Medical Care 
presumes to speak ‘‘ex cathedra’’—drawing 
around its sacred form the awesome circle of 
imagined transcendental intellectuality and de- 
claring ‘‘execommunicate’’ and ‘‘anathema’’ 
any person or persons who dare challenge the 


‘ 


‘ es 


perfection of its analysis and synthesis. ... When 
that Committee’s suecessor—The American ( ?) 
Committee on Medical Costs dares assume in- 
fallibility—forestalling opposition with the 
threat :—‘/f any one wants a fight, he can have 
it,’’ and characterizes such groups as The Amer- 
ican Medical Association and the State and 
County Medical Societies of this Country—and 
even so humble a Medical citizen as I, as ‘‘bu- 
reaucrats,’’ ‘‘wielders of self-interest,’’ and 
**Kidders of the people,’’ it is time your Family 
Doctor and his colleagues in The Medieal So- 
ciety went to the people with the facts! so that 
they—the people, can properly evaluate and re- 
buke this insolent un-Americanism, now, as they 
did in 1919-20, and that they will keep before 
their minds, always, the wise counsel of Him 
who said: 
‘You cannot get figs from thistles.’’ 
Joun J. A. O’Retmty (M.D.) 
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OBJECTIONS TO MEDICAL FEATURES 
OF COOK COUNTY EMERGENCY 
RELIEF FUND 

May 1, 1933. 
Mr. Robert O. Gardner, Chairman 
Emergency Relief Fund, Cook Co. 
10 S. LaSalle Street 
Chicago, Illinois. 
My dear Mr. Gardner: 

I am in receipt of your appeal for funds for 
the Emergency Relief. I wish to go on record 
as being heartily in favor of the work, and 
wish to offer you and it my commendation. 

However, there are several things that I 
cannot fully understand about its theory and 
practice of service,—particularly as it relates 
to the medical profession. 

In the first place, 
solicited, and they have given in cash. Like- 
wise have they given without stint or hope of 


physicians have been 


favor, of their time and energies. But, when 
a physician is attending a patient who re- 
quires continued eare and at the same time 
happens to require aid from the Relief—that 
physician is dismissed (by the Relief), or is 
requested to make no further charge for his 
services. But (note the exception) after his 
being supplanted by a physician selected by 
the Relief, that physician (the Relief) is paid, 
and may make as many ealls or treat the pa- 
tient as he sees fit. 

Now, if I am not in error, the Relief physi- 
cians are not selected from among those who 
are in actual need themselves, but often from 
those who have found this large volume of sure 
pay, albeit small fee patients a lucrative plum. 

It seems to me, that in justice to the many 
physicians who are in dire need of aid, and 
who know that it is impossible to obtain aid 
through the ordinary sources, that, among 
these, this work should be divided, instead of 
those who in some way are ‘‘in’’ with the right 
group. 

I am of the opinion that in one week the 
Medical Society could render a list of needy, 
able doctors in all parts of the city. From 
these the Relief doetors should be selected— 
whenever the family doctor is not able to co- 
operate with the Relief. 

This communication is my own personal re- 
action to the matter, and is sponsored by no 
group or society. 
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Vopies of this letter will be sent to the 
various newspapers and the ILLINoIs MEpICAL 
JournaL: the Bulletin of the Chicago Medical 


Society. Raymonp H. McPuerron, M. D. 





A STATEMENT IN DOCTOR HUTTON’S 
ARTICLE WHICH SHOULD BE 
CORRECTED 
May 23, 1933 
To the Editor: 

An article by Dr. James H. Hutton, ap- 
peared in the May number under the caption 
of ‘Medical Economies and Mental Disorders.”’ 

The general trend of the article advanced 
thoughts on. a subject which should be given 
more consideration by the profession. There is 
contained in the article, however, a statement 
which should be corrected. Dr. Hutton stated 
that: ‘‘until a very few years ago, patients in 
the State Hospitals of Illinois were given only 
custodial eare.’’ He also stated that ‘‘the state 
of Illinois provided a large Pen, containing a 
few buildings, with an inadequate number of 
beds, a very few Doctors, and a few more at- 
tendants, so that the care could not possibly be 
anything but custodial.’? This is a broad in- 
dictnent of the inefficiency of our former state 
oflicials and superintendents of the State Hos- 
pitals. It is a stinging rebuke to the fair name 
of our state, for which there is no basis in fact. 
Illinois has been a leader for many years for 
the greater liberty of patients in our State 
Hospitals. Bars were removed from the win- 
dows of the old buildings, hideous forms of re- 
straint measures were done away with, such as 
the Utica Crib, where the patients were locked 
in. The large and heavy restraint chair riveted 
to the floor, where patients were chained and 
locked by means of heavy leather straps, muffs 
and cuffs, teo cruel for adequate description. 
Open wards were initiated, giving patients the 
privilege of the grounds; in fact, the comforts 
and liberty of their homes. 

Measures for stimulation and re-education of 
the retarded types were initiated, and many of 
these patients were reclaimed for society, which 
were apparently hopeless. These patients were 
trained to correct habits formed through loss of 
initiative, and thus stimulated to higher en- 
deavors for work, play and study. Thus was 
Vecupational Therapy initiated in the Illinois 


Institutions. Female graduate nurses were 
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placed in charge of male wards, thus eliminat- 
ing the cruelty and promoting more tender and 
gentle care of the inmates. Many avenues for 
outdoor treatment were inaugurated, such as 
golf, tennis, baseball, football, skating (both 
indoor and outdoor), croquet, hiking, and nu- 
merous other means of developing interest. 

Patients were grouped for more liberal parole 
privileges to the grounds, and to the neighbor- 
hood environments. Surely, all these measures 
were not custodial; in fact, every feature that I 
have mentioned is treatment, and recognized as 
such by the leading Psychiatrists, and approved 
many times in the literature of the Psychiatrist 
and layman. 

The singling out of an individual as being 
responsible for an era of progress in the care 
of the insane is very unfair to the former Gov- 
ernors, Boards of Administration, Departments 
of Public Welfare, Boards of Charity and Su- 
perintendents of hospitals, who promulgated 
the humane measures, which I have thus enu- 
merated. I should feel that my eight years of 
service in the State Hospitals of Ilinois went 
to naught, and, with my colleagues, I should 
hide in shame and humiliation, were there a 
scintilla of proof to uphold the allegation of 
Dr. Hutton. 

The crowded condition of the State Hospitals 
with inadequate bed space is not unusual. It is 
a problem in many other states as well as IIli- 
nois, especially in the territory of large metro- 
politan areas. Dr. Hutton accuses the much 
maligned politician for not furnishing sufficient 
doctors. Statisties were not quoted to substan- 
tiate this statement. I am quite sure that the 
patients in the state hospitals of Illinois have 
not suffered for the want of medical service. A 
relative proportion of physicians to the popu- 
lation has always been maintained. 

The superintendent of today is presented 
with newer remedies, formulae and methods to 
promote research. A perusal of the reports of 
the Illinois hospitals will prove, however, that 
the superintendents of yesterday kept abreast 
with the trend of medical thoughts. If the fa- 
cilities and equipment for scientific research 
with a greatly increased medical staff, would be 
furnished to all of the Illinois State Hospitals, 
each of the superintendents would have an 
equal opportunity to wear a halo. 

Henry J. GAHAGAN, M.D. 
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President, Illinois Medical Society, 
» SPRINGFIELD, ILL. 

The year is 532 A.D. From a cloudless sky 
the sun shines peacefully upon the palace of the 
Persian king. A Greek physician of Palestine, 
Tribunus by name, who has been bartered to 
the Persian monarch for a year of medical serv- 
ice in the royal household, walks briskly through 
the outer courtyard. His duties have been faith- 
fully and satisfactorily discharged for the full 
length of a long year and he is about to be dis- 
missed with the blessings of the king. His eye 
falls upon a company of Roman captives who 
are hard at work under oriental task masters. 
He has seen them often during his year of exile. 

A few minutes later Tribunus bows before the 
king in the throne room and asks to take his 
permanent leave. ‘‘What favor may I grant,”’ 
asks the monarch, ‘‘in perpetual token of my 
appreciation for your valuable services and as 
an expression of my high regard for you and 
your profession?’’ ‘‘I have only one request,’’ 
answered the physician, ‘‘may it find favor with 
your Majesty. My one wish is that you set free 
that group of Roman captives in yonder court- 
yard. That service to them will be my only fee.’’ 

Not only were those captives named by Tribu- 
nus set free but 3,000 other Roman prisoners as 
well, 

Over a thousand years later, on May 24, 1798, 
Philippe Pinel, a French physician, has just ac- 
cepted the directorship of an asylum for the 
insane in Paris. France still breathes the violent 
air of bloody revolution. Suspicion and fear 
enshroud the land. Ulterior motives are sus- 
pected and sought in every act and innovation 
on the part of every man and every woman. 
Boldly accepting full responsibility for the deed, 
Pinel, at the risk of forfeiting his life to sus- 
picious officials, struck off the chains from 49 
patients. That courageous action introduced into 
the civilized world the practice of extending 
humane treatment to people with sick minds. 

These two isolated examples illustrate very 
well the spirit that has always lived in the med- 


ical profession. What personal gain could 
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Tribunus have expected for obtaining the free. 
dom of penniless Roman captives? What re. 
ward was there in store for Pinel that prompted 
him to put to practical purpose a little sanity 
in treating insanity ? 

Medicine is founded upon the principle of 
service to others. Honor and fidelity of purpose 
are the touchstones of the profession. Character 
and honesty liberally mixed with sound knowl. 
edge and common sense have been the cherished 
pride of physicians since the earliest. times. To- 
day, in the midst of world-wide economic chaos 
and in the midst of violent social upheavals, 
those attributes remain steadfast as the domi- 
nant characteristics of the medical profession. 

High ideals and the adoption of practical 
measures to maintain those ideals unimpaired 
permeate the medical profession more today, 
perhaps, than ever before. This was vigorously 
expressed on January 5, 1933, by Dr. Bernard 
Sachs in his inaugural address before the New 
York Academy of Medicine. 

‘*In the medical ranks,’’ he said, ‘‘we need 
recruits from our best stock and we want aspir- 
ing youths eager to win their laurels in practice 
and in research. Do not urge any young man to 
take up medicine because of prospective gain. 
He who seeks riches or even an assured living 
would do well to go elsewhere. We do, however, 
wish to attract men of ambition and of sterling 
character. Character is more important than 
all else. Adequate brain capacity is more easily 
found than absolute honesty of purpose.’’ Fur- 
ther he says: 

‘*So far as medical practice in this community 
is concerned, the Academy stands for the ob- 
servance of the strictest ethical principles. It 
will not sanction a division of fees or any other 
slightest infraction of the highest ethical prin- 
ciples of the medical profession. In every in- 
stance the patient must know what and whom 
he is paying. Through its Council and its Com- 
mittee on Professional Standards the Academy 
has the power and authority to call any of its 
mentbers to account ; so that the public may have 
a guarantee that the members and fellows of 
this organization are endorsed as men who prac 
tice the art of medicine in keeping with the best 
traditions of this and former ages. I promise 
that there shall be no departure from the 
strictest ethical standards.”’ 

This declaration was prompted by no Sena- 
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torial investigation. It came not as the tardy 
bid for public tolerance of a rehabilitated fra- 
ternity or one that needed renovation. It was 
not shouted from the housetops. Rather it was 
expressed in the quiet rostrum of a scientific 
pbuilding before a medical audience who heartily 
supported the statement to a man and accepted 
the declaration as a matter of course. It was not 
peculiar to New York City. Everywhere the 
great body of the medical profession lives up to 
the high ethics and cherished traditions of that 
honorable calling. 

In the medical profession there has been no 
holiday of service and no moratorium of char- 
acter. The results of our work stand out in these 
trying days of shrinking values as a monu- 
mental tribute to the solid principles of medical 
science and the large capacity of physicians to 
apply in a practicable way the knowledge which 
has accumulated through the ages. 

On every hand we have unmistakable evidence 
that health conditions have held up remarkably 
well during the four long years of unemploy- 
ment and economic distress. Security markets 
have been demoralized. Industry lies prostrate 
under the impact of the depression. Commerce 
on a grand seale has given way to barter and 
the most primitive methods of exchange. Mil- 
lions of people in this rich country have been 
robbed of both the privilege of work and the 
property that was theirs. Health alone remains 
practically unimpaired. There have been no 
major epidemies. Child mortality has actually 
declined. No man, no woman and no child who 
has needed and sought medical care has been 
turned away. The general tone of public and 
individual health is better than at any previous 
time in the history of the country. This is monu- 
mental evidence that the medical profession has 
built upon a solid foundation and done its work 
well. 

Not only has the medical profession upheld 
its own functions with credit and honor to itself 
and to the public but it has acquitted itself well 
with respect to national and community prob- 
lems in other fields. No less than 31 physicians 
participated in combat at the battle of Bunker 
Hill. In like proportion they have been found 
in every capacity among those who have an- 
swered the call of their country in every na- 
tional emergency. To the Declaration of 
Independence are attached the signatures of 
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seven physicians. Over 300 physicians have 
served the United States as representatives and 
senators in Congress. On the roster of member- 
ship in the general assemblies of Illinois are the 
names of 110 physicians. Many doctors have 
occupied high positions of public trust and re- 
sponsibility in this country. On the roster of 
those who have rendered great public service in 
other nations are the names of many physicians 
such as that of Virchow in Germany and Lord 
Dawson in Great Britain. 

Many physicians have distinguished them- 
selves in science and cultural subjects outside 
the field of medicine. Among the great in music, 
literature and art is found a respectable list of 
physicians. As for the sciences, Garrison de- 
clares that, ‘‘Doctors have been the original 
prime-movers and continuators of botany, zool- 
ogy, geology, paleontology and the rest of the 
so-called natural (biological) sciences, and even 
in mathematics and astronomy such names as 
Copernicus, Young and Helmholz give color to 
Huxley’s claim that ‘Medicine has been the fos- 
ter mother of all sciences’. ’’ 

Garrison adds another significant statement. 
‘Wherever the healing function of medicine 
and safe-guarding role of hygiene are devel- 
oped and maintained at high levels,’’ he says, 
‘‘there also will civilization maintain itself at 
a level correspondingly high.’’ Thus the med- 
ical profession emerges in our present civiliza- 
tion as an institution which has not only 
contributed largely to the comfort and happi- 
ness of life but one that has set the pace in 
intellectual attainments, in rugged self-imposed 
honesty, in high idealism and in unselfish serv- 
ice. It is a profession that has shared but 
modestly in the material things of life. 

In the light of this history the medical pro- 
fession acknowledges with no little concern the 
recent efforts of other agencies to set up ma- 
chinery that aims to socialize medicine in a way 
that would rob the profession of its independ- 
ence and result in no corresponding benefits to 
the public. I refer to the recommendations of 
the Committee on the Cost of Medical Care. 

Medical service on the whole is primarily and 
unalterably individual in character. The physi- 
cian is an individual and by no stretch of the 
imagination can he be converted into a factory 
or institution able to generate medical service 
on a ‘‘mass production’’ scale. The patients 
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who need medical service are individuals. Each 
one has his own problems peculiar to himself. 
The relation between the patient and the physi- 
cian must therefore be individualistic at all cost. 
Above all the physician must be able to maintain 
the confidence and the faith of the patient. This 
requires freedom of action and a responsibility 
that reposes altogether in the physician. Under 
no system of compulsory insurance or public 
taxation for the payment of medical fees could 
the physician maintain his freedom of action 
and feel his personal and complete responsibility 
for the patient. 

Medical service provided by the governments 
in some states to the unemployed during the 
present emergency furnishes an example of what 
may be expected in the event of the socialization 
of medicine. As one of the rules governing the 
condition under which the state would pay for 
medical service the following is quoted from the 
March 13, 1933, issue of Health News, the official 
publication of the New York State Department 
of Publie Health: 

‘Each bill shall be chronologically arranged 
and state the name, age, and address of the pa- 
tient; the diagnosis or a general indication of 
the nature of the illness; the nature of the treat- 
ment, ete.”’ Experience with the income tax 
reports and the loans made by the Emergency 
Reconstruction Corporation are illustrative of 
how quickly records of this kind may become 
publie property. 

Nor have limited schemes tending toward the 
socialization of medical care for particular 
classes of patients been an unqualified success. 
In Logan and Vermilion counties in Illinois, for 
example, large funds running well over $100,000 
each, originally collected under the Glackin 
tuberculosis sanitarium law, have lain idle for 
years because of a conflict of opinion among the 
publie servants charged with the administration 
of these funds. If the administration of a care- 
fully planned socialized scheme of that magni- 
tude breaks down completely what might be 
expected in the event of more ambitious projects 
in that direction? 

There is a well known principle applicable to 
every form of endeavor known as the law of 
diminishing returns. This principle begins to 
operate quickly in connection with any extended 


socialization of medicine. In Germany where 


tne great body of wage earners get free medical 
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service through a government health insurance 
scheme a great increase in imaginary ills has 
been reported. This results in disadvantage to 
both the public and the medical profession, the 
one feeling the baneful effects of a sense of jl] 
health and the other being overburdened with 
unnecessary work. 

In Great Britain, according to official records 
reported by Lockhart, sickness among insured 
employees that resulted in lost time and disable. 
ment increased 109 per cent. in volume during 
the decade ended with 1929. The volume of time 
lost inereased from 14,066,000 to 29,500,000 
weeks. ‘‘It is impossible to believe,’’ says Lock- 
hart, ‘‘that the physical condition of our people 
has deteriorated at this alarming pace and I 
suggest as an explanation that the increased 
sickness is largely psychogenic and reveals the 
existence of a state of mind which must be more 
widespread and productive of a vastly greater 
amount of latent incapacity than is manifest in 
the figures for actual absenteeism, since it must 
be remembered that these figures take no account 
of sickness of less than three days’ duration nor 
of the periods of relative inefficiency preceding 
and following absence from work. ... ’’ 

A knowledge that medical care will be free 
for the asking together with an unwarranted 
spread of information that gives an exaggerated 
idea of what medical science can do to restore 
health establishes a bad psychology that tends 
to destroy instead of improve individual and 
community health. 

‘‘The blame for this,’’ declares Lockhart in 
explaining the psychological effects, ‘‘rests as 
I think largely with a system of education which 
still pays far too little attention to the mental 
and intellectual growth of the child and far too 
much to the mere inculeation of knowledge.” 
Medical service, as every qualified physician 
knows, is not a panacea that can be depended 
upon to work miracles of health without the co- 
operation of the patient himself. It cannot pre- 
serve in or restore to health those people who 
insist for lack of mental capacity and mental 
discipline upon breaking all the rules of hygiene 
and sanitation and refuse to be guided in their 
habits by the advice of medical advisers. The 
mental attitudes created by schemes which offer 
free medical advice and care to the rank and file 
of people tend to defeat the very purpose for 
which they are created. In spite of its vast 
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power to heal and to prevent, medicine has no 
magie wand with which to lift the mental level 
so that every person would automatically accept 
and profit by the scientific medical knowledge 
now available. 

The effects of socialized schemes are also un- 
favorable on the medical profession. Germany 
has already lost the medical supremacy which 
she enjoyed for so many years. Students no 
longer feel it necessary to study in that country 
in order to round out a complete preparation 
for the practice of medicine. There has been a 
noticeable falling off in the international pres- 
tige of the German medical profession. 

Referring to the influence on the medical pro- 
fession of the compulsory insurance system in 
Germany the report of the Lowell Commission 
on Medical Edueation says: 

“The growth of national sickness insurance has had 
certain influences on medical education and has affected 
the assistants (salaried physicians on hospital staffs who 
teach, do research, supervise hospital patients and handle 
insurance cases) particularly. There are many disputes 
over insurance patients and an increasing number of such 
patients are being sent to the university clinics for study 
and opinion. The clinical diagnosis itself may not be 
difficult, but patients usually require exhaustive studies 
and reports in the nature of quasi-legal opinions to sup- 
port or disprove the relationship of a given problem to 
industrial hazards and conditions of employment, or to 
ability of an individual to work (endeavoring to draw 
the fine line that distinguishes between eligibility for 
disability insurance and unemployment insurance, detect- 
ing malingering, dealing with insurance neurosis, etc.) 

“Nearly all of this type of work devolves upon the 
assistant and seriously interferes with his research, teach- 
ing, and self-development. It threatens seriously to dam- 
age or break down the strongest part of the clinical 
organization and teaching.” 

Another danger even more obvious and 
demonstrable is the practice of certain indus- 
tries which create a veritable human wreckage 
of employees. From no less authorities than the 
Industrial Commissioner of New York and the 
departments of labor in Massachusetts, Con- 
necticut, Maryland and Pennsylvania come re- 
ports that women are employed in garment 
factories at wages that vary from 314 to 15 cents 
per hour. These 1932 wage scales can have but 
one inevitable result, the destruction of health 
of the wage earners and of their families. 

Garment factories may be the extreme in the 
evils of industrial employment. On the other 
hand, it is common knowledge that wages have 
(ropped to starvation levels in many lines of 
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industry. This situation has a profound poten- 
tial influence on any scheme of socializing the 
practice of medicine. It would make of the 
medical profession a dumping ground for hu- 
man wreckage from which industry had 
squeezed the last drop of vital energy. To lend 
ourselves to any scheme that favors such a 
catastrophe would be grossly unjust to the pub- 
lic and it would violate the honor, the integrity 
and the best traditions of the medical profession. 

For the intolerable economic and financial 
conditions that enshroud the world and par- 
ticularly the United States, a multitude of rea- 
sons have been given. Those whose opinions are 
worthy of respect agree, however, on one point. 
This is that industry, commerce and the public 
have not been able to adjust themselves to the 
rapid developments of mechanical labor saving 
devices. Industry tried to take full and imme- 
diate advantage of technological knowledge as 
rapidly as it accumulated without appraising 
accurately the social consequences. Banking and 
commercial interests dreamed dreams of making 
everybody rich by the universal expansion of 
gambling with other people’s money. The ever 
gullible public tasted only the sugar coating 
which merely whetted the appetite for more. 


Conservative judgment was thrown to the winds. 


The result has been painted with increasing 
blackness during the almost four years since the 
thunderbolt of economic storms burst upon the 
financial horizon of everlasting prosperity. 

A significant number of commercial concerns 
have not hesitated to exploit the medical profes- 
sion. With an air of impatience at what they 
imply is apathy among physicians they have 
seized upon fragmentary scientific knowledge 
to prescribe universal remedies in order to in- 
crease sales. This makes understandable the fact 
brought out in the Wilbur report which shows 
that the American people spend seven hundred 
million dollars annually for medicines and that 
75 per cent. of that vast sum goes for self pre- 
scribed medicines. That practice, promoted with 
a vengeance by commercial advertising, cuts 
deep into the legitimate practice of medicine, 
and gives the least possible benefit to the public. 

Medical knowledge has increased no less 
rapidly than technological knowledge. Physi- 
cians, however, are traditionally conservative. 
They have accepted new procedures and new 
equipment only after the practical value and 
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the substantial usefulness of these things have 
been thoroughly demonstrated. They have at- 
tempted to utilize new knowledge no faster than 
conditions warranted. They freely admit that 
the gap has widened between what is known and 
what is used. They believe that medical service 
can be greatly extended on the basis of available 
knowledge. They do not believe that socializa- 
tion of medicine is the way to do it. 

The medical profession has not adjusted it- 
self perfectly to the changing social and indus- 
trial conditions. The rapid increase in medical 
knowledge has had two particularly unfavor- 
able results on the medical profession. It has 
caused too much specialization on the one hand 
and a loss of prestige for the general practi- 
tioner or family physician, on the other. An 
outstanding contribution to the welfare of the 
medical profession would be the correction of 
this situation. 

It has been pointed out that over 80 per cent. 
of the sickness of individuals is of a nature 
which may be easily handled by any well 
trained physician. Fully one-half of the re- 
maining 20 per cent. is such that the underlying 
condition may never be completely determined 
no matter how exhaustive the study. The other 
10 per cent. is of such a nature that we have at 
our disposal no adequate therapeutic measures 
with which to cure it. Recognition of this truth 
on the part of the profession and the public 
would bring back into fresh consciousness the 
important fact that the family doctor is the 
central figure of the healing art. The individ- 
ual physician may not be able to treat the whole 
body but he is able to treat the body as a whole. 

There is, of course, a definite field and place 
for the specialist. He should be a man of ex- 
traordinary skill and ability in his particular 
field. His experience and training should in- 
clude the general practice of medicine so that 
specialization would be founded upon a com- 
prehensive knowledge and follow as the result 
of particular aptitude and skill. 

The last few years have brought a series of 
severe shocks and surprises in respect to eco- 
nomics, finance, honesty or the lack of it in 
high places and the social order. They have 
been prolific also in surveys and reports from 
commissions and committees without number. 
Bearing particularly upon the practice of medi- 
cine and the position of the medical profession 
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in the social order were four reports, three of 
them issued since the last annual meeting of 
this Society. These, in the order of publication, 
are the White House Conference on Child Care, 
the Wilbur Committee on the Costs of Medical 
Care, the Lowell Commission on Medical Edu- 
cation and the Ogburn Committee on Social 
Trends. All have been the results of years of 
study. The Lowell Commission spent eight years 
and the Wilbur Committee spent five years in 
collecting data and in study. 

These reports bring together a vast amount 
of factual information of the greatest value. 
They deserve calm consideration by the med- 
ical profession in order that the public and the 
profession may profit to the fullest extent by the 
proper utilization of the information brought 
together. 

All four reports agree and emphasize the need 
of extending sound medical care to all of the 
people. All agree that good medical practice 
depends upon a highly trained, competent med- 
ical profession in which honor, integrity, skill 
and resourcefulness are the outstanding char- 
acteristics. To all of this the medical profession 
adds its full endorsement. Only the Wilbur 
report had the temerity to recommend socialistic 
schemes that would demoralize the medical pro- 
fession and make of the physician the much 
heralded ‘‘forgotten man.’’ 

‘‘It is important,’’ says the Lowell report, 
‘that the public insists upon and supports a 
high quality of medical services and realizes the 
dangers of efforts to reduce professional care 
to quantity production, mediocrity, or political 
control. The level of stability of public opinion 
determines the soundness, completeness, and 
effectiveness of health services in any com- 
munity.’’ That declaration is the meat of the 
Lowell report which is founded upon the mature 
judgment of eminently qualified spokesmen who 
have had the advantages of studying the med- 
ical and public health systems not only in the 
United States but in every civilized country of 
Europe. To bring this about the Lowell report 
suggests education as the means for improve- 
ment. It would limit the number of physicians, 
regulate specialization and teach the public 
what good medical service is and how to choose 
it. 

‘‘Our social system is very strong,’’ says the 
Ogburn report. ‘‘We are very far from revo- 
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lution. There are other ways out, and some- 
thing that may be called the American way will 
develop here.’’ This puts squarely upon the 
shoulders of any agency which would introduce 
socialism the burden of proving that a different 
system from that which we now have would im- 
prove matters. This report suggests an adjust- 
ment of and improvements in the present system 
of medical service to meet the needs of a chang- 
ing social order. 

The Wilbur report has attracted the widest 
attention principally because it has emphasized 
particularly the cost of medical care. Grasping 
at the gross figures expressed in the report the 
public generally feels that the cost of medical 
care has grown beyond the bounds of reason and 
has become an unbearable burden. A closer 
examination of the report shows that people 
generally get greater value for money invested 
in legitimate medical care than that spent for 
almost anything else. It is illuminating, for 
example, to learn that the amount spent an- 
nually in this country for tobacco alone is 
almost twice the total gross income of all physi- 
cians ; that spent for candy is more than double 
the amount spent on civil hospitals; that spent 
for cosmetics is about twice the expenditures 
for nursing. 

Much is said about the uneven cost of med- 
ical care. This is not a problem peculiar to 
illness and the medical profession. Gross in- 
equalities exist in wage scales and salary rates 
without regard to the qualifications of em- 
ployees in different lines of industry and com- 
merce. Losses resulting from bank failures 
and the collapse of the credit structure have 
completely crushed some people through no 
fault of their own while others have escaped 
with less devastating injury. Even the farmer 
must take chances upon the weather and the 
soil, while the tax collected is guided more by 
the ease of collection and the availability of 
sources than by a penetrating insight into jus- 
tice and equity. Furthermore, the medical pro- 
fession has always regarded the ability of the 
patient to pay. Much of the uneven cost of 
medical care, moreover, is a matter over which 
the individuals concerned could exercise a large 
degree of control. Automobile accidents, for 
example, which have created a medical problem 
of tremendous magnitude, and such prevent- 
able diseases as diphtheria, smallpox and ty- 
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phoid fever result for the most part from 
carelessness and neglect. 


The medical profession has always given its 
hearty support and cooperation to every rea- 
sonable and practical plan for promoting both 
individual and community health. The health 
departments of this country were created at 
the request of and through the efforts of the 
medical profession. The American Public 
Health Association came into existence through 
the efforts of Dr. Stephen A. Smith. The state 
and national tuberculosis associations were or- 
ganized by physicians. The American Society 
for the Control of Cancer is another outstand- 
ing agency created by physicians. Perhaps it 
is not too much to say that the American So- 
ciety for the Control of Cancer is an example 
of the ideal voluntary public health agency. 
With dignity and respect to the intelligence of 
the medical profession this society has quietly 
gone about building upon a campaign against 
a great and growing health menace which de- 
serves the support of physicians everywhere. 
Physicians have guided the activities and poli- 
cies of these and similar organizations which 
have been a large factor in the preservation and 
improvement in public health. 

The economies of medicine is a subject too 
broad for the scope of this paper. We are ap- 
parently in the midst of great social and eco- 
nomie changes. The medical profession will 
find it necessary to adjust itself to meet the 
needs of new conditions. Calm consideration 
and wise judgment of conflicting proposals will 
be needed to steer us along the proper course. 
A strong organization and steadfast loyalty to 
the traditions and the ethics of our profession 
are necessary to the welfare not only of the 
physicians of this country but of the public as 
well. 

Many plans for adjusting the rendering of 
medical eare are now on trial or in process of 
adoption. The periodic payment plan for the 
purchase of hospital care, for example, has been 
adopted by groups in various cities throughout 
the United States. This plan has been sanc- 
tioned and endorsed in principle by the Council 
of the American Hospital Association which 
advoeates its cautious adoption for people with 
limited incomes. 

Agreements between county medical societies 
and county officials for the medical care of in- 
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digent people appear to be operating satisfac- 
torily in some localities. 

All such developments are under the closest 
observation of the American Medical Associa- 
tion and its various component units. The med- 
ical profession will look with favor upon any 
system of improving individual and community 
health which will leave the control of medical 
matters in medical hands and that will main- 
tain the integrity, freedom, self respect and 
honor of the individual physician and the in- 
dividual patient. It will be opposed to plans 
that involve public taxation, compulsory insur- 
ance, special privileges, political control and 
un-American social practice. 

In a recent enumeration of the principles that 
he declares should underlie the American gov- 
ernment, John W. Davis, one time candidate 
for president, said: 

‘‘The chief aim of all government is to pre- 
serve the freedom of the citizen. His control 
over his person, his property, his movements, 
his business, his desires, should be restrained 
only so far as the public welfare imperatively 
demands. 

‘‘Taxation,’’ he continues, ‘‘can justly be 
levied for no purpose other than to provide 
revenue for the support of the government. To 
tax one person, class or section for the benefit 
of another is none the less robbery because done 
under the form of law and called taxation.’’ 

Mr. Davis goes further. He believes that the 
genuine American is a liberal with a liberal’s 
outlook on life; loving freedom for freedom’s 
sake; believing in the wholesome virtue of self- 
help; hating privilege in whatever form; wish- 
ing nothing for himself from the government 
that his neighbor cannot also enjoy; willing to 
think of the rights and interests of other men 
equally with his own; trusting in the best and 
not the worst in human nature to prevail; and 
looking to a reign of good will, mutual aid and 
cooperation as the ultimate goal not only of 
men but also of nations. 

With these views the medical profession finds 
itself in hearty accord. For these reasons it 
will oppose all schemes to socialize medical prac- 
tice to the detriment of the individual. 

To summarize briefly let me say that the med- 
ical profession is opposed to schemes of taxation 
and compulsory insurance in respect to medical 
care for the following reasons: 


















































1. Such schemes are un-American and con- 
trary to the principles of government and social 
philosophy in this nation. 

2. They would stifle individual incentive and 
initiative on the part of physicians to do their 
best work. 

3. They would inevitably involve political 
manipulation and control with all of the evils 
which political activities have shown themselves 
capable. 

4, There is no reason to believe that compul- 
sory health insurance or the spread of the cost 
of medical care by taxation would result in 
more favorable health conditions. The general 
health conditions in the United States, as re- 
flected in mortality returns, the average length 
of life and the prevalence of sickness are su- 
perior to those in any large European nation 
where health insurance schemes have been em- 
ployed. In limited areas of the United States 
comparable in size and population to the smaller 
nations of Europe where the practice of medi- 
cine has been socialized, health conditions are 
equal to or superior to those in such nations. 


5. A system of educating the public and the 
profession to the importance and capability of 
the general practitioner; limiting the number 
of physicians and giving them superior train- 
ing; strengthening our existing public health 
agencies and promoting the wholesome virtue 
of self-help will meet more satisfactorily the 
needs of American people than would schemes 
to socialize the practice of medicine. 


Let me commend to your thoughtful con- 
sideration the various reports concerning medi- 
cal care which have lately been published. Let 
me urge you to be alert and watchful during 
these days of tremendous changes in the social 
and economic order. Above all let me stress 
the superlative importance of loyalty for the 
medical society, local, state and national. Only 
through strength of numbers and wise leader- 
ship can the medical profession steer aright its 
course through the stormy waves of social tur- 
moil that sweep ever us. 
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THE TREATMENT OF PERIODIC HEAD- 
ACHE WITH CHONDROITIN SULPHURIC 
ACID* 


LatHAN A, CRANDALL, JR., M.D., Ph.D., and 
GeorGE M. Roserts, M.S., M.D.t 
CHICAGO 


While studying the action of chondroitin 
sulphuric acid in peptic ulcer,’ we observed a 
striking effect upon the headaches of which a 
number of the patients complained. The head- 
aches in these cases were not due to previous 
alkali therapy. In two of the patients, the 
headache was definitely migrainous in charac- 
ter. It therefore appeared worth while to in- 
vestigate further the efficacy of chondroitin in 
headaches of various types. 

In any such study, the difficulty of classify- 
ing headache is a factor that must be consid- 
ered. Pain in the head is frequently due to 
known causes such as errors of refraction or 
sinus infection. We have attempted to elimi- 
nate all such cases, and to include only idio- 
pathic headache in our series. Of these, a 
certain percentage present the classical svmp- 
toms of migraine, in others the syndrome more 
or less closely resembles that of migraine, wh'le 
a third group can be classified only as simple 
headache. Obviously, diseases are best classi- 
fied on the basis of etiology. In the absence of 
any knowledge of the etiology of headache, 
and since the various students of the problem 
lay down different requirements for a diag- 
nosis of migraine, the adoption of any criteria 
18 Open to criticism and to probable revision in 
the light of further information as to the 
causative factors. The division of headache 
ito sub-groups is further complicated by the 


*Read before Section on Medicine at Annual Meeting of 
II'nois State Medical Society, at Peoria, May 17, 1933. 
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fact that different types may be presented by 
the same patient, as in cases that have dull 
bilateral headaches without an aura occurring 
in the intervals between attacks of typical 
migraine. In other cases the character of the 
headache changes markedly in the course of 
years. 

Nevertheless, a fairly definite syndrome, the 
modern name for which is migraine, has been 
recognized for centuries. It appears necessary 
at least to attempt to classify our cases with 
regard to this commonly recognized condition. 
The periodicity of the headache, its appear- 
ance in members of the same family, the aura, 
its unilateral character, and the nausea and 
vomiting that accompany it are generally rec- 
ognized as the common symptoms of migraine. 
No question would arise concerning the diag- 
nosis of a case that presented all of these char- 
acteristics. We have considered it preferable 
to exclude from that classification some cases 
that may be migraine rather than to make our 
criteria too elastic. 

Migraine Group: We have therefore in- 
cluded in our series of cases of migraine only 
those that present both periodicity for at least 
two years and a familial tendency as evidenced 
by the presence of ‘‘sick headache’’ in some 
other members of the family. In addition, we 
also require that in order to be termed mi- 
graine, the patient at some time must have 
had two of the other three characteristics 
(aura, nausea and vomiting, or hemicrania). 
Of the twenty-five cases in our series, classi- 
fied as migraine, aura is present in twenty- 
three. The visual aura is most common, being 
present in fourteen; in six, the aura consists of 
a feeling of depression which is so definite that 
the patient knows that a headache is about to 
occur; one complains of cold feet for a few 
hours prior to the onset, another of pressure 
in the head, and another of dizziness. Nausea 
occurred in twenty-four cases, vomiting in 
twenty-one, and hemicrania in twenty. It will 
be noted that an exception has been made in 
Case 24, Table 1. This patient has had periodic 
headache for one and one-half years instead of 
the two years that we require, but since he is 
only nine and one-half years old, and since 
typical migraine is present in the father, it 
seems necessary to regard this case also as 
migraine. 
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TABLE I. CASES OF MIGRAINE 





June, 1933 








SEVERITY OF ATTACKS 































































































Days BETWEEN ATTACKS 
Case Sex | Present my = Before During Before During oy 
| 2 | Age Onset Treatment Treatment Treatment Treatment Treatment Chondroitin : 
| 7 10 Moderate Moderate 
10-20 j Severe Moderate 
4 None Severe 
5s |Female | 30 | 22 | «12 + &«2+| 728 | None Severe Yes 
7 Female ri 30 ae 7 a 7 i 2-5 None Moderate i "= 
x | Female é 39 a 13 an id 6 aes i 14 ~ None Severe . 
9 Male 36 ave a i - oi ; ae oe None Severe ie ; 
11 Female a 49 34 an iar 10 oo te 9 ay | None Severe —€ 
12 Female : “43 "23 mm oO ag is . oe None a Severe a ~— 
13 Male — 10 ££ | « | orliea- Severe Moderate | 
15 Female 37 ; : 24 - i 3 J is 28 ss None Severe aay ~ Yes 
47 Female ; 2s ar 15 ai =) be : ve 7 _ None Severe Mather a oe es 
18 | Female. 30 1 | 4 | 714 | 20. | Severe | Sev-Mod. | 
| Male } . ge 
24 | Male 914 8 5 7-30 Rare ‘| SL-Sev - Yes 
33. | Female | 26 15 4 7 15-25 | Moderate | Slight iz 
s ime | Se 3s | 2% 7 | 7 | Moderate | Moderate | i 
35 Female | 41 16 iy en 14 “Rare | Mod-Sev. | | Yes 
36 | Male | $4 12 3 ee ae | Severe ‘Mod.-Sev = 
39 | Female | 44 19 afl 14 30. ~=+| Severe Mod.-Sev 
40 | Female | 38 19 “1% 7 7 ~ Severe Severe 
44 | Female 27 24 : ; 4 28 : None _ Moderate 2. a oe - Yes 
49 | Female | 26 21 3 7 10 Severe Slight 
si | Female | 34 14 6 28 None | Moderate | : ae 
55 Female | 26 16 5 28 7 None ; iodexate q Saas a Yes 




















Migranoid Group: Certain other patients 
present many of the characteristics of migraine 
but cannot be so classified under the require- 
ments noted above. We shall refer to these 
patients as the migranoid group. Of ten such 
eases, six present definite periodicity, eight a 
positive family history, four a hemicrania, and 
nine nausea and vomiting at some time in the 
history of the headache; two have an aura con- 
sisting of a state of marked depression, and 
one can tell the imminence of an attack by an 
inerease in appetite. 

Simple Headache Group: The remaining six 
of the total of forty-two cases that we are re- 
porting are definitely not migrainous in type, 
although careful study reveals no local condi- 
tion that might account for the presence of 
head pain. We have purposely not confined 
our study to migraine alone. We shall refer 
to these patients as the simple headache group. 

We are interested in a study of the thera- 
peutie agent, not the clinical entity, and we 
also feel that a comparison of the responses 


of various types of headache may indicate 
whether they are distinct entities or are due 
to similar metabolic disturbances. 

The incidence of other diseases in these pa- 
tients is of interest. Of those classified as mi- 
graine, hay fever was present in two, multiple 
sclerosis in two, urticaria in two, asthma in 
one, colitis in one, and one suffered from gastro- 
intestinal disturbance unless on a low protein 
diet. In the migrainoid series, urticaria was 
present in one, heart disease in one, and ulcer 
in two. Among the eases of simple headache, 
ulcer was present in three, and in one the liver 
was found to be two fingers below the costal 
margin although liver function tests were neg- 
ative. No correlation was observed between 
the incidence of these conditions and the re- 
sponse of the patients to therapy. 

The patients were treated by the oral ad- 
ministration of chondroitin sulphuric acid. 
The material used was either prepared by us 
or supplied to us by the Wilson Laboratories 
or by Chappel Brothers, Inc. The greater part 
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TABLE 2. CASES OF MIGRANOID HEADACHE 








Sex 


Present 
Age 


Months 
n 


° 
Treatment 


Days BETWEEN Attacks | 


SEVERITY OF ATTACKS 





Before 
Treatment 


During 
Treatment 


Before 
Treatment 


During 
Treatment 


Recurrence 
without | 
Chondroitin 





Female 


39 


4 


3-7 


3-10 


Sev.-Mod. 


Sev.-Mod. 





Female 


34 


14 


21-30 


Severe 


SI.-Mod. 








Female 


42 


Severe 


SlL.-Mod. 





Female 


43 


Severe 


Severe 





Female 


29 


Moderate 





Female 


35 


Moderate 





Female 


47 


Moderate 





Male 


57 


Moderate 


Moderate 





Female 


27 


Moderate 


Slight 





Moderate 


Moderate 

















Male 28 




















of the study was made while using a product 
that contained less than 5 per cent. of impur- 
ity; more recently we have employed various 
preparations containing between 10 and 40 
per cent. of impurity in an effort to find a 
preparation that would be less expensive if 
manufactured on a commercial scale. The per- 
centage of impurity was calculated from de- 


dose has been increased to determine whether 
a response could be obtained in eases not bene- 
fited by the above dosage, or decreased to ob- 
serve the lowest limit necessary to maintain 
the patient headache-free. The optimum dos- 
age has appeared to be three grams per day; 
only rarely has benefit resulted from larger 
doses. The response appears to be equally sat- 


TABLE 3. CASES OF SIMPLE HEADACHE 








Days BETWEEN ATTACKS | 


SEVERITY OF ATTACKS 
Recurrence 





Months 
Sex Present on 
Age Treatment 


Before 
Treatment 


without 
Chondroitin 


During 
Treatment 


Before 
Treatment 


During 
Treatment 





~| Male 


None Slight 





Male 


None Sl.-Mod. 





Male 


None Slight 





Female 


None Moderate 





Male 


1-2 Moderate Slight 














Female 








3-14 Rare 














Moderate Sl.-Mod. 








terminations of the glucuronic acid content of 
the material by the method of Lefevre and 
Tollens as modified by Dickson, Otterson and 
Link.? We wish to acknowledge our indebted- 
ness to Mr. L. G. Lederer of the Department 
of Physiology, Northwestern University Medi- 
cal School, for determining the glucuronic acid 
content of each batch of chondroitin that we 
employed. Occasional determinations of total 
nitrogen, total ash, and total sulphate have 
served as a check on the purity of the prepa- 
rations. In the eruder material that we have 
employed recently, the chief impurity has 
been protein. The source of the chondroitin 
has been cartilage from beef or horse. 

In most cases we have administered 3 grams 
of chondroitin per day, either in the form of 
the powder or in capsules. Occasionally the 


isfactory whether the substance is given three 
times daily in divided doses or as the whole 
amount once daily. The administration has 
been constant throughout the period of treat- 
ment, except when chondroitin was discon- 
tinued or a placebo substituted to determine 
whether the headaches would recur. The pa- 
tients were instructed not to make alterations 
in diet or mode of life, and no other medication 
was permitted with the exception of analgesics 
for the relief of acute pain. If no benefit re- 
sulted, we endeavored to keep the patient 
under treatment for at least two months, al- 
though in cases where the headache was fre- 
quent, a shorter time seemed adequate for the 
demonstration of ineffectiveness. All the cases 
have cooperated by remaining on treatment 
for a satisfactory period. 
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Results. The results are given in the accom- 
panying tables. Certain additional points 
should be noted. Chondroitin has a tendency 
to produce a softening of the stools which in 
most cases does not amount to an actual laxa- 
tive effect; this has been noted in more than 
50 per cent. of the cases but cannot be corre- 
lated with the response of the headache, since 
it appears as frequently in those who receive 
no benefit as in those that are relieved. In one 
case constipation followed the administration 
of chondroitin; this patient was completely 
relieved of headache. Three patients reported 
a definite catharsis which in one case prevented 
further treatment. The effect on the bowel 
tends to become less marked on continued ad- 
ministration. No untoward effects have been 
noted in the patients or in normal individuals 
who have taken large doses of the material. 


As a rule, no effect on the headache is ob- 
served within the first three to ten days. A 
number of patients have had headaches within 
the first week after the institution of therapy, 
and have then been headache-free as long as 
medication was continued. We believe that it 
is difficult to be sure of benefit when the re- 
duction in frequency or severity of the head- 
ache is less than 50 per cent. We have there- 
fore regarded any change amounting to less 
than 50 per cent. reduction in frequency or 
marked decrease in severity as no improve- 
ment. When the patient appears more than 
50 per cent. relieved but still has periodic 
headaches that are sufficiently marked to be 
disturbing or to interfere with ordinary ac- 
tivity, we have classified him as partially re- 
lieved. Marked relief indicates that the patient 
is either free from headaches, that they have 
become very rare, or that they are very slight. 
The severity of a headache is difficult to judge. 
Headaches which force the patient to remain 
at complete rest, have been termed severe; 
those that do not require complete rest but 
which distinetly interfere with ordinary activ- 
ity have been termed moderate. We have re- 


TABLE 4. SUMMARY OF RESULTS 
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ferred to those headaches which permit the 
patient to continue his daily routine with no 
marked impairment of mental ability as slight. 


Many patients spontaneously report that 
they experience a sense of well being while 
taking chondroitin. This may be due to the 
absence of headache, but is difficult to explain 
on that basis since it is constantly present. It 
was most marked in Case 11 whose headaches 
increased in severity as she approached the 
menopause, and who became mentally de- 
pressed to the point of contemplating suicide. 
Any worry or excitement precipitated an at- 
tack. During the first month on chondroitin 
the mental condition was much improved, and 
the patient experienced but one attack of mi- 
graine which followed the death of her hus- 
band. She has had no further headache while 
on therapy, and has gained twenty-four pounds 
in weight. It is not uncommon for the under- 
weight cases to gain while on treatment; nine 
such patients have gained an average of six 
pounds, although three others who were defi- 
nitely underweight have failed to gain. 


Sinee glucuronic acid is one of the major 
constituents of chondroitin, and because glu- 
curonic acid is known to be used by the body 
for the detoxification of a large variety of 
substances,* it seemed desirable to test the 
action of other compounds containing this 
substance. Glucuronie acid itself is not avail- 
able in quantities adequate for clinical use. 
Accordingly, twenty patients were placed on 
the calcium salt of galacto-glucuronic acid 
which was prepared for us by the courtesy of 
the Abbott Laboratories. This material con- 
tains 46 per cent. of glucuronic acid, and the 
dosage was calculated so that an amount of 
glucuronic acid equal to that in three grams 
of chondroitin was administered daily. In 
some cases, new patients were started on this 
material, in other instances, patients already 
on chondroitin were changed to galacto-glu- 
euronie acid without being informed of the 
substitution. In only one ease did this sub- 
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Percentage 
Not Relieved 














June, 


stan 
chon 
grait 
now 
whilt 
ache! 
teen 
the | 
bene 
ness 
when 
Me 
are I 
they 
a pe 
on tl 
those 
Di 
cases 
cone! 
of di 
cases 
grair 
it ha 
than 
betw 
note 
admi 
sevel 
nite | 
head 
conti 
ment 
the | 
and 1 
tinue 
ment 
in ve 
been 
with 
to di 
at a: 
and 
ditio 
recu 
ping 
two 
With 
of th 
a rec 
It 
cases 


1933 


the 
1 no 
ght. 
that 
hile 
the 
lain 
. 
thes 
the 
de- 
ide. 
at- 
itin 
and 
mi- 
hus- 
hile 
nds 
der- 
rine 
six 
lefi- 


ajor 
glu- 
ody 
rO8 
the 
this 
rail- 
use. 
| on 
1cid 
y of 
s0n- 
the 
t of 
ams 
Tn 
this 
ady 
glu- 
the 


June, 1933 


stance have an effect comparable to that of 
chondroitin ; this one patient with typical mi- 
graine has never received chondroitin and has 
now been free from headache for two months 
while on the galacto-glucuronic acid. His head- 
aches formerly occurred every seven to four- 
teen days. In the remaining nineteen cases, 
the galacto-glucuronie acid seemed to be of 
benefit in some, but in no ease did its effective- 
ness compare with that of chondroitin even 
when the dosage was considerably increased. 

More than thirty patients now being studied 
are not included in the present series because 
they have been under observation for too short 
a period. It should be stated that our results 
on this additional number thus far confirm 
those reported above. 


Discussion. We believe that this series of 
cases, although small, warrants the tentative 
conclusion that chondroitin sulphuric acid is 
of definite benefit in more than half of the 
eases of idiopathic headache including mi- 
graine. A number of the patients report that 
it has induced a sense of well-being greater 
than that formerly experienced in the interval 
between attacks, and weight gains have been 
noted in underweight patients following its 
administration. Its action is slow, requiring 
several days of administration before a defi- 
nite effect is produced, and it appears that the 
headaches recur when administration is dis- 
continued. An exception to this latter state- 
ment was noted in one ease of migraine where 
the patient was approaching the menopause, 
and where it was eventually possible to discon- 
tinue chondroitin after ten months of treat- 
ment without recurrence of headache except 
in very mild form when they had previously 
been exceptionally severe. In two patients 
with simple headache it has also been possible 
to discontinue treatment after several months 
at a time when the patients had gained weight 
and appeared to be improved in general con- 
dition; in one of these cases the headaches 
recurred in a mild form two months after stop- 
ping treatment, the other has been free for 
two and one-half months without therapy. 
With these exceptions, however, interruption 
of the medication has always been followed by 
a recurrence of the attacks. 

It has become evident that even in those 
tases where chondroitin is most effective, it 
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still does not confer complete immunity from 
headache. A patient who does well when this 
substance is administered and is for the most 
part free from symptoms may have an attack 
following a severe psychic disturbance, al- 
though the severity of the attack is often less 
than would be expected. One gains the impres- 
sion that the tolerance of the body may be 
raised toward whatever metabolic fault is re- 
sponsible for the headache. 

We have been unable to determine any fae- 
tors which might differentiate those who are 
benefited by chondroitin from those who re- 
main unrelieved. The severity of the headache 
is no criterion of whether or not relief will be 
obtained. Nor have we found any correlation 
between the character of the attack and the 
extent of relief. The same is true of the fre- 
quency of the attacks and the number of years 
that they have been present. These facts are 
well illustrated by the accompanying tables. 

Of major interest is the mechanism by which 
chondroitin exerts its effect. Thus far there is 
little evidence available on this point. The 
slightly laxative effect sometimes noted during 
the administration of the substance is prob- 
ably not responsible for its action since a num- 
ber of the patients who were most improved 
had not been similarly benefited by treatment 
with cathartics, and the softening of the stool 
was noted as frequently in patients who were 
unimproved. A study of the bacterial flora of 
the intestine during the administration of 
chondroitin has been made by Mr. L. G. Lederer 
and one of us (L.A.C.) (unpublished), because 
a change in the bacterial flora might account 
for the results; no perceptible change in in- 
testinal flora was observed. 


Chondroitin consists of two molecules of 
glucuronic acid, two of acetylated galactosa- 
mine and two sulphate radicals. It has long 
been known that the body, probably the liver, 
detoxifies certain substances by combining 
them with glucuronic acid, although it is still 
a question whether the glucuronic acid is 
formed in the body or obtained from the food. 
Except for this fact, our knowledge of the 
physiological importance of these compounds 
is extremely meager. We have previously 
noted‘ that the daily administration of chon- 
droitin appears to improve the condition of 
Eek fistula dogs in which there is an hepatic 
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insufficiency. Further studies, as yet unpub- 
lished, indicate that it is of benefit also in other 
types of experimental liver injury, notably 
ligation of the common bile duct and biliary 
fistula. The fact that some investigators have 
reported disturbance of liver function in mi- 
graine is suggestive. The relative inefficiency 
of galacto-glucuronie acid in the treatment of 
idiopathic headache might suggest that the 
glucuronic acid fraction of the chondroitin 
molecule is not responsible for its effect. How- 
ever, such a conclusion is not warranted at the 
present time. The chemistry of these com- 
pounds is not sufficiently well known to permit 
one to feel sure that the uronic acids present 
in the two substances are identical. An attempt 
to determine the role of the uronic acids and 
the amino sugars in metabolism by means of 
animal experimentation is in progress, and it 
is hoped that this may throw some light upon 
the problem. 


SUMMARY 
Chondroitin sulphuric acid has been admin- 
istered to forty-two patients with idiopathic 
headache. More than 50 per cent. have been 
markedly benefited, and another 30 per cent. 


appear to be partially relieved. The cases are 


classified as migraine, migranoid, or simple 
headache; the criteria for these classifications 


are discussed. The percentage improvement 
in the three groups is similar. The period of 
treatment has varied from two to twelve 
months. As a rule, continued administration 
is necessary to maintain improvement. 


It is with pleasure that we express our ap- 
preciation of the courtesies of Drs. Atkinson, 


Elliott, Fogelson, Nadler, MaeKechnie, Mar- 
quardt, Snorf, and Starr, who have allowed us 


to use their records or have referred cases to 


us. 
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DISCUSSION 
Dr. Lowell D. Snorf, Chicago: Dr. Crandall’s pa- 
per is of striking interest. First because he calls at- 
tention to a new form of therapy which we believe 
nas a very potential value and secondly because of 
tae speculative interest he arouses in the possible un- 
derlying disturbances in metabolism. ‘ 
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One should have in mind a working classification of 
headache and grouping on an etiological basis. Head- 
aches due to intracranial or meningeal disorders, uremia 
and syphilis must be carefully excluded. Then follow 
the groups due to fatigue, muscular tension, induration 
of voluntary muscles, constipation, chronic intoxication 
from metallic poisoning, eye strain, sinus infections and 
those associated with menstruation and finally those 
due to migraine. The differential diagnosis will at times 
not be made without meticulous care in history taking 
and physical examination. The attendant symptoms of 
migraine—vomiting, hemianopsia and hemicrania,—its 
hereditary nature and its occurrence in childhood or 
adolescence makes its recognition comparatively easy. 
There might be added a migrainoid group not typical of 
migraine which has a tendency to periodicity and one 
or more of the symptoms so characteristic of true mi- 
graine. Actually they may be of the same disease entity 
if we can dignify migraine as such. 

Migraine is thought to be due to food idiosyncrasies, 
to a disturbance affecting the pituitary gland through 
imbalances of the endocrinopathic constitution and to 
vaso-motor disorders. Allergic phenomenia cannot ex- 
plain a large per cent. of migraine. 

Any new therapeutic measure recommended for the 
treatment of migraine must be looked upon with a cer- 
tain measure of doubt and question. It has been said 
that the number of medications employed in migraine 
over the years is almost as numerous as the drugs of 
the pharmacopoeia and their efficacy is in inverse pro- 
portion to the number. 

Nevertheless we have seen many of these patients ob- 
tain relief most striking. Perhaps some of you in this 
audience are victims of these agonizing headaches and 
can fully appreciate the enthusiasm with which this 
management has been received by those who have for 
the first time actually had relief of headaches. It is true 
that many patients who after obtaining the services of 
a new doctor are relieved of migraine for a period of 
weeks or months and then their headaches return. | 
dare say that the psychic element is a big factor. We 
have attempted, however, as far as possible to give the 
medication to the patients with a minimum of suggestive 
therapy. And, furthermore, the figures that Dr. Cran- 
dall has presented to you have in no sense been changed 
by his enthusiasm. Our patients have had no real al- 
teration in diet. In fact no attempt was made to change 
the routine of rest, work or food. 

In analyzing the figures in Dr. Crandall’s paper we 
find a fairly sizable number of those in the migraine 
and the migrainoid group who did not obtain relief. 
Does this mean that the classification is wrong, that the 
drug is expected to fail in a certain per cent. of cases or 
that the dosage was inadequate ? 

Any grouping is going to be very unsatisfactory 
where the etiological factors are so poorly understood. 
If we could determine in any given individual that the 
underlying difficulty was related to an allergic reaction, 
to a vasomotor imbalance or to an intoxication of meta- 
bolic origin, our problem would be simplified. Is it fair 
therefore to assume that those patients showing positive 
response to chondroitin have some metabolic dysfunc- 
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tion which precipitates the hair-trigger mechanism? 
The observations and studies have not been carried out 
long enough to warrant more than a speculation. To 
my knowledge no one has studied the effect of gluco- 
ronic acid compounds on any series of patients as these 
presented to you today. 

The striking results observed in seventy per cent. of 
the patients both in decrease in frequency and severity 
of the headache and especially the marked improvement 
in the sense of well-being, lends an assurance to the 
belief that the glucoronic acid group favorably influ- 
ences the detoxifying mechanism of the liver. That this 
mechanism is often at fault is reasonably tenable. 

Whether chondroitin will prove a real asset in the 
therapy of migraine must remain an open question until 
continued impartial observation gives us the answer. 





INTRACAPSULAR CATARACT EXTRAC- 
TION BY THE ‘‘VACUUM CUP METHOD”’ 
—PRELIMINARY REPORT OF 
FOURTEEN CASES* 

E. R. Crossuey, M.D. 

Surgeon, Illinois Eye and Ear Infirmary 
CHICAGO 

For many years I had been doing cataract ex- 
traction by the eapsulotomy method, but became 
dissatisfied with it after Colonel Smith came to 
Chicago to demonstrate his Smith Indian intra- 
capsular operation, and have been striving to 
find some method to do a more satisfactory oper- 
ation. This led me to devise my head rest and 
lid-hooks which gave me better control of the 
lids... Having obtained this I then attempted 
intracapsular extractions; by fracturing the 
zonule with a curved spatula and tilting the 
lower margin of the lens upward, by pressure 
with the fixing forceps, I extracted the lens in 
capsule by the aid of a double lens hook. This 
was later modified by using a lens hook aided 
by a spud, worked mechanically through the 
handle of the instrument. These proved too 
hazardous, as it was impossible to avoid the loss 
of some vitreous, and I abandoned them. 

Some time after this, while at the Mayo Clinic 
I saw Benedict using the Kalt forceps which I 
then began to experiment with, attaining some 
success. [ was not satisfied with my results, how- 
ever, but continued to use them periodically. | 
also used the modified Smith operation by frac- 
turing the zonule with the tendon hook, but did 
not tumble the lens. In some of these a part of 
the capsule remained, requiring a needling. [ 


“Read before the Section on Eye, Ear, Nose and Throat of 
the Illinois State Medical Society, Springfield, May 1932. 
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saw Woodruff, Fisher, Nugent, Castroviejo, 
using the Barraquer suction method, but I never 
attempted it. 

In 1923, in giving the history of intracap- 
sular cataract extraction, Colonel Smith* makes 
the following comment of the Barraquer suc- 
tion operation : 

‘‘Theoretically, the suction operation seems 
to be an ideal means of intracapsular extraction 
of cataract. 

‘* Practically, the apparatus often fails at the 
critical moment. The vacuum may be broken 
just as the lens begins to engage the corneal in- 
cision, and the delivery must be made by another 
method. In the hands of Barraquer the opera- 
tion is a great success; in the hands of others, 
the method may often be unreliable.”’ 

Continuing, Smith says: ‘‘The suction meth- 
od of intracapsular extraction is yet in its in- 
faney. Possibly in the near future, such 
improvements may be made in the erisiphako 
that it will be possible for many surgeons to 
use it.’’ 

Wolfe, who uses and praises the instrument, 
states that—‘‘When the proper amount of ez- 
pression and lift are combined the lens will 
usually appear, upper border first, and then be 
lifted out by the canula without further counter 
pressure.’’ He further states that—‘‘ Occasional- 
ly the additional lift with less expression, causes 
the erisiphako to lose its hold on the capsule be- 
fore delivery is complete’’ and, 





Fig. 1. (Crossley). Showing lens, after its removal, 
held firmly by the Vacuum Cup. (X8.)7f 


‘“Tf so the first assistant has a Fisher needle 
ready and assists the lens through the wound.’’ 
In 1910 Dr. Vard Hulen of San Francisco, 





fIllustrations enlarged from 15 m. m. moving picture film. 
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Cal., adapted the principle of fixing the lens 
with a small vacuum cup and lifting the cataract 
out of the eye. He reported six successful cases. 
| obtained my idea for making the ‘‘ vacuum 
cup’’ I am using partly from a relic once used 
by Dr. Guril of Cuba. The fourteen cases of 
intracapsular extraction I am reporting were 
done by this ‘‘ vacuum cup.’’ Owing to the great 
difference in its construction and its efficiency 
in holding the lens, I have chosen to designate 
it as the ‘‘ Vacuum Cup Method’’ in contra-dis- 
tinction to that of the ‘‘suction method’’ of 
Jarraquer and others. 

In none of these cases have | found it neces- 
sary or desirable to aid the vacuum cup by ez- 
pression in the delivery of the lens. The holding 
or lifting power of the ‘‘vacuum cup’’ that I 
am using is much greater than any of the Barra- 
quer instruments I have seen. The vacuum cup 
has never let loose from the lens in any of the 
cases I have operated on, neither have any cap- 
sules been ruptured. I have operated on these 
cases without any previous experience with this 
type of instrument. 

In two of the eases vitreous showed, and in 
two a few drops only escaped. In all four the 
incidents were due to faulty technique (in 
handling the lid hooks). 

I have selected my cases as to age, above 60, 
with two exceptions (43+ and 54), staying with- 
in the recognized field in this respeet in in- 
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Fig. 2 (Crossley). Showing the unaided delivery of the 
lens through the corneal section by the Vacuum Cup. 
(X4.) 


tracapsular work. I have avoided the very 
hypermature cases. I hope to widen the field of 
usefulness of this method as I[ acquire more 
experience. 

Owing to modifications in the instrument and 
the frequent changes in technique, I am defer- 
ring showing the principles and details of its 
construction and use until these are more defi- 
nitely established. When I have acquired a 
larger series of cases I will give the complete 
details. 

DISCUSSION 

Dr. Harry Woodruff, Joliet: I have been very much 

interested in seeing Dr. Crossley work and also in his 


pictures. I am glad some one at the Infirmary is doing 
some form of intracapsular operation. It is most startling 
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#These cases were examined with slitlamp. 
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to see the amount of manipulation used in order to dis- 
locate the lens, and yet no vitreous escapes. In Barra- 
quer’s original method which I followed he does no 
manipulating of the lens in order to dislocate it. He 
simply tumbles it. That is, he delivers the inferior 
border first. 

The thing that really makes the various methods of 
intracapsular surgery safe, is the improvement in our 
anesthesia. The paralysis of the orbicularis muscle: 
There is some objection to the orbital injection. I saw 
the late Dr. Derby puncture a vessel and of necessity 
postpone the operation on account of the swelling and 
proptosis following the hemorrhage. For this reason 
Dr. Veerhoff objects to the orbital injection. The use of 
the suture prevents the eversion of the cornea. I think 
one suture is enough if properly placed. 

Dr. Richard J. Tivnen, Chicago: I have nothing to 
say more than to compliment Dr. Crossley on his won- 
derful picture. It is very interesting to note that eye 
operations can be brought to our attention in this very 
satisfactory way. I have had some experience with this 
machine in the last few years, but recently they have 
advanced so wonderfully, with new lighting and films, 
that we have a very wonderful adjunct to our methods 
of instruction in operations. I was much impressed with 
the movement of the eye with the instrument, particu- 
larly the rotation and the character of the movement 
when he was rupturing the zonule. I have seen Dr. 
Crossley operate, and I believe this movement is ac- 
centuated in the photograph. I do not believe there is as 
much movement in the actual operation as one would 
gather from the picture. 

Dr. H. L. Ford, Champaign: In regard to the light- 
ing, I should like to ask what strength lights were used, 
what camera, and whether a telescope head was used 
for part of the magnification. 

A Bell & Howell Camera was used. 400 C. P. light 
with approximately 1000 C. P. in auxiliary lights was 
used. The closeup was made by a telescope of lenses to 
produce the magnification. 

Dr. E. R. Crossley, Chicago (closing) : Dr. Tivnen 
is perfectly correct about the high magnification causing 
the movements in the fracturing of the zonule to appear 
somewhat violent, but such is not the case. The motion 
[ use is very delicate as compared with what you see. 
I move it on a plane, forward, backward and later- 
ally very gently, and when I feel it is loose I lift just 
enough to see the iris move. By lifting slightly and draw- 
ing on it, the cataract will present through the trough 
formed by the iridectomy and the pupillary space having 
been freed from its attachments. I would not attempt 
this unless it was freely movable. I now use the full 
iridectomy in most cases. 

As to the zonular fibers becoming broken during the 
incision, I will have to differ with Dr. Suker. I believe 
if the knife is sharp, it is quite unnecessary to rupture 
the zonule in making the corneal section. 

Dr. Woodruff spoke of tumbling the lens. I do not 
use it in my method for I feel it is too violent for safety. 
I am trying to do a perfect intracapsular extraction with- 
out fracturing the hyaloid membrane and this I have 
accomplished in a large percentage of my cases. I use the 
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O’Brien method of blocking the lids. It is very essential 
for the success of the operation. I do not now use the 
intraorbital injection. I have simplified my technic, as 
shown in this picture. I am now using one suture only, 
placed before the incision, which simplifies the operation 
very much. The changes will be shown in moving 
picture when I make my next report and describe the 
instrument and technic of the operation in detail. 
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PRE-EXISTING DISEASES, INDEPEND- 
ENT OF THE EMPLOYMENT VERSUS 
INDUSTRIAL ACCIDENTS* 

Kurt GARVE 
Member of the California Bar 
LOS ANGELES, CAL. 

Van Gorder v. Packard Motor Car Co.' 
was a case of appeal before the Supreme 
Court of Michigan. The findings of the Indus- 
trial Accident Board were as follows: ‘‘On 





the 27th May, 1915, Frank Van Gorder en- 
tered the employ of the Packard Motorear 
Company as a steam fitter and plumber (Stip. 
R. p. 25). Frank Van Gorder was standing 
upon a scaffold about six feet in height en- 
gaged in his work as steam fitter. He gave 


some orders to his helper, and a little later 
fell from the platform to the floor, and his 
skull was fractured by the fall. The fall and 
concussion caused his death about 24 hours 
later. The evidence as to the cause of the fall 
is very meager, being to a large extent opinion 
evidence. There is opinion evidence that it 
was an epileptic fit, dizziness, or a fainting 
spell. On the whole the weight of the evidence 
tends to show that epilepsy was the cause of 
the fall, and the board so finds the proximate 
cause of death was the concussion and fracture 
of the skull caused by the fall. This resulted 
because of the place where Van Gorder was 
working, viz., on a scaffold some distance above 
the floor. Injury by falling from the scaffold 
was one of the dangers incident to the employ- 
ment, and the fall from the scaffold caused the 
death.’’ 

The Industrial Accident Board granted an 
award in favor of the widow of the deceased 
employee, and the employer appealed to the 
Supreme Court. In discussing the case the 


*A medico-legal analysis of some evidentiary facts of record 


tending to prove or to negative causal connection between em- 
ployment and injuries under workmen’s compensation acts. 
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Supreme Court said: ‘‘We therefore have be- 
fore us the case of a servant whose fall was 
brought about by no strain, excitement, or 
overexertion, no overheated or unhealthy con- 
dition of the place of employment bringing on 
a temporary faintness, no misstep due to con- 
tributory negligence, no unsafe place in which 
to work, no negligence of a fellow servant, but 
a fall due to an epileptic fit and a resultant 
fracture of the skull, producing death. 

‘*We cannot agree with the board that the 
‘proximate cause’ of the death, as a test of 
negligence or responsibility and as that term 
is understood in law, was the concussion and 
fracture of the skull. To so hold would be 
practically to announce the doctrine that the 
injury was its proximate cause. 

‘‘In-the instant case the deceased was per- 
forming the ordinary duties of his trade, that 
of a plumber and steam fitter. He was stand- 
ing on a scaffold a few feet from the floor. 
There is no claim that the scaffold was im- 
properly constructed or in any way unsuitable 
for the service. Due to no conditions arising 
out of the employment, but solely to his pre- 
disposition to epilepsy, of which the employer 
had no notice, he fell from the scaffold re- 
ceiving the injury from which death resulted. 
The fall was caused and caused only by the 
epileptic fit. The fit was the direct and only 
cause of his injury. We do not think it would 
be seriously contended that had he fallen in an 
epileptic fit while standing on the floor and 
received the injury he did that the injury 
arose the employment, and that the 
defendant was liable. Collins v. Brooklyn 
Gas Co., 171 App. Div. 381, 156 N. Y. Supp. 
957. The height from which he fell, here only 
a short distance, could not change the liability 
for the injury. The most that can be said is 
that the height from which deceased fell may 
have aggravated the extent of the injury. A 
person falling a greater distance may be more 
seriously injured than one falling a lesser dis- 
tance; but it does not change the question of 
responsibility, of liability. The distance of the 
fall might contribute to the extent of the in- 
jury, but it was not a contributory cause to 
the fall. When the deceased was seized with 
tle epileptic fit, he would have fallen, no mat- 
te> where he was, and the employer cannot be 
held because that unfortunate 
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seizure occurred when the workman was on a 
scaffold a few feet from the floor. . . We are 
therefore constrained to reverse the case.’’ 

While we shall come back later to a some- 
what fuller discussion of the Van Gorder case, 
suffice it to say at present that there are two 
fundamental principles of workmen’s compen- 
sation law which are controlling; namely: that 
the culmination of a pre-existing disease in- 
dependent of the employment does not entitle 
the injured workman, or his dependents, to 
compensation even though the disease climaxed 
during the course of his employment, and, on 
the other hand, that a pre-existing disease in 
an employee is not sufficient per se to exclude 
compensation as long as there is an injury 
arising out of the employment and during the 
course thereof. It is the proper application of 
either of the two principles which is often ex- 
tremely difficult, and this paper is, therefore, 
devoted to the comment upon certain cases in 
which the issue of ‘‘Culmination of a Pre- 
existing Disease, Independent of the Employ- 
ment vs. Injury Arising out of the Employ- 
ment and during the Course thereof’’ has 
been misinterpreted by either attorneys or 
medical experts. 

Nature and Character of the Alleged Pre- 
existing Disease. There are certain diseases 
which cannot be aggravated, superinduced, or 
caused by an industrial accident. Thus, where 
an employee sustained a fracture of his right 
tibia, and, while disabled, was committed to 
a hospital for the insane, the industrial acci- 
dent commission found after extended testi- 
mony that dementia praecox is a type of in- 
sanity which trauma cannot enter into either 
as a direct cause or as a precipitant. It was 
held that the applicant was entitled to com- 
pensation solely for the disability incident te 
the fracture.* Dementia praecox or adolescent 
insanity is ‘‘a group of morbid symptoms 
occurring at about the period of sexual devel- 
opment with, in general, a somewhat charac- 
teristic affective type, tending to ultimate de- 
mentia with more or less rapid course.’’* Krae- 
pelin compares it with a tree that had sufficient 
soil for its growth to a certain point, and that 
when this is exhausted, it fails. The comparison 
is not an inapt one, and assists in the compre- 
hension of the actual state of the cause of 


this disorder. Also, there is not sufficient 
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medical evidence to connect industrial hazards 
with a disease called encephalitis lethargica or 
‘‘sleeping sickness’’ to warrant the conclusion 
that its inception could be traced to any 
traumatic injury due to the employment.® 

There are other diseases which may, or may 
not, be the result of an industrial accident 
or of the culmination of a pre-existing disease, 
independent of the employment. ‘‘It is not 
permissible for the commissioner to guess in 
this connection. The danger of guessing is il- 
lustrated perhaps by headache cases better 
than by others. Headaches come from a mul- 
titude of causes, and it may be the barest co- 
incidence that there has been an injury.’’® But 
where, on the other hand, a workman was com- 
pelled to exert himself by lifting heavy 
weights,* complained of headaches to the fore- 
man, and medical evidence existed tending to 
prove the fact that the headaches had been 
produced by the strain, there was a compen- 
sable injury.®* 

Other diseases are prima facie the results of 
industrial accidents. Such are the well-known 
strains, sprains, fractures and so on. 

Other circumstances may be helpful. Age and 
sex of the claimant should be taken into con- 
sideration. Where, according to the age of the 
claimant, it is unusual for a person of his years 
to have the alleged pre-existing ailment, the in- 
ference is against the climaxing of such a dis- 
ease independently of the employment.’ The 
general denial of the employer, or of his in- 
surance carrier, based upon allegations of the 
culmination of such a pre-existing disease, may 
leave him, or them, for all practical purposes 
without any defense at all. Thus, it would be 
rather uncommon to find brittle arteries, high- 
blood pressure, and general arteriosclerosis in 
a person of, we say, 20 years of age. 

Valuable clues may be had sometimes from 
an examination of the characteristics of the 
course of the alleged pre-existing disease. 
Where from the time of the very beginning of 
an alleged pre-existing disease (incubation 
period, for instance), or any other phase 
thereof, there is, according to medical science 
pertaining to such a disease, a reasonably 
definite and certain period of time of non- 
manifestation of symptoms before such disease 
breaks out perceptibly to the senses of the 
patient, or of observers of such a person, and 
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where, further, the point of termination of 
such a period of non-manifestation reasonably 
coincides with an alleged industrial accident, 
or its reasonably immediate after-effects, there 
is ground to assume that the alleged pre-exist- 
ing disease in question may have culminated 
independently of the employment, though dur- 
ing the course thereof, and that there was no 
industrial accident in fact, unless there are 
other facts negativing such an assumption. 
Spring Valley Coal Co. v. Industrial Com- 
mission et al.6 is a good illustration. Peter 
Sabatini, employed by the plaintiff in error, 
had been struck in his eye by a piece of rock 
or coal while working in the company’s mine. 
About three months after the accident he ap- 
plied for compensation under the Workmen’s 
Compensation Act of Illinois. After a hearing 
an award was made in favor of the employee, 
from which the employer appealed. The only 
controversy was concerning the amount of com- 
pensation. The record showed that Sabatini had 
never had any trouble with the eye before the 
accident, that after the accident it became in- 
flamed and that, when he went to an eye spe- 
cialist, he could not see because he could not 
keep his eye open, that while he was being 
treated the eye became better, that he could 
see a little bit, and afterwards could see noth- 
ing. The eye-specialist testified that when Saba- 
tini came to him that the patient was suffering 
from an infected ulcer of the cornea, caused 
by the piece of coal or rock mentioned, that 
the foreign body caused the infection, that 
there was no perforation, and that after having 
treated the ulcer antiseptically it had healed 
up, leaving a scar which caused 35 per cent 
of loss of vision because of opacity over the 
pupil. This doctor had examined Sabatini’s eye 
before he had discharged him and had found a 
chorioditis which, in his opinion, had nothing 
to do with the injury. Sabatini, according to 
the doctor’s testimony, would have gone blind 
anyway in the same length of time as he has 
been treated, and that there was no connection 
between the injury and the chorioditis. Another 
eye-specialist testified in substantially the same 
manner adding that chorioditis is a progres- 
sive disease, acute, subacute and chronie in 
its character, and that loss of vision may be- 
come complete within two weeks. ‘‘Sabatini’s 
testimony that he had never any trouble with 
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the eye before the accident,’’ said the Su- 
preme Court of Illinois, ‘‘must be accepted as 
true, in the sense that he never knew that 
there was anything wrong with it. Although 
the eye may not have been perfect, if he al- 
ways had normal use of it, and the sight was 
lost as a result of the accident, he would be en- 
titled to full compensation. Mark Mfg. Co. v. 
Industrial Com’n. 286 Ill. 620, 120 N. E. 84. 
If on the other hand he had a pre-existing dis- 
ease, known as chorioditis, which was progres- 
sive, and from which blindness was certain to 
ensue, and the accident caused only a partial 
loss of vision, the statute provides a different 
measure of compensation.. There was no con- 
tradiction of the testimony that he had 
chorioditis, which would cause blindness, and 
that the superficial scar resulting from the ac- 
cident could not cause blindness, but only par- 
tial loss of vision, due to the interference of 
the sear. In the present state of the record it 
must be held that the total loss of vision was 
not due to the accident. There is no evidence 
whether chorioditis is of such a nature that 
Sabatini would have been aware of its exist- 
ence up to the time of the accident, if he had 
it. For aught that appears, he may have been 
afflicted by the disease, which would soon cause 
total blindness, and yet never have had any 
trouble with the eye. If a further hearing 
should be had, the evidence may justify a 
different conclusion; but the evidence which 
was had does not sustain the award for perma- 
nent total loss of the eye as a result of the 
accident. ‘‘ Reversed with directions ete. 

Here, there was a phase of an alleged pre- 
existing disease which was non-manifest, to wit, 
the phase immediately preceding the mani- 
festation of total blindness. The medical ex- 
perts were able to give a reasonably certain 
and definite time within which blindness would 
become manifest. The period of non-manifesta- 
tion coincided in its termination with the 
reasonably immediate after-effects of the ac- 
tual industrial accident which accompanied 
the culmination of the pre-existing disease. 
Therefore, the court adopted the view that 
there had been a coinciding culmination of 
a pre-existing disease, independent of the em- 
ployment. Had the medical experts testified 
that there was no such reasonably definite 
time of termination of the period of non-mani- 
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festation, their testimony when given as in the 
above case, would have been mere conjecture, 
surmise and speculation. Had the period of 
non-manifestation of the chorioditis been given 
as much longer than the time about which the 
injury to the cornea occurred and its immedi- 
ate after-effects lasted, no doubt, the Com- 
mission would have been justified in conclud- 
ing that the corneal ulcer had hastened the 
total blindness. However, not all courts will 
favor equally the theory of what we might 
call the existence of a ‘‘symptomless’’ disease. 
In Womack v. New Orleans Public Service, 
Inc.,° the Louisiana Court of Appeals has to 
say: ‘‘We are gradually becoming accustomed 
to the originally startling dogma of our 
brethren of the pill and scalpel to the effect 
that there often lurks in the human system a 
source of evil, inert, inactive, dormant, and in 
the quiescent state, like the crouching jaguar, 
innocuous to our physical welfare—but when 
aroused to action by a trauma or shock, or 
other abnormal incident, a veritable jugger- 
naut, crushing in its path all the vital forces 
of the body and causing disease, disaster and 
death. These evil forces, we are told, usually 
hide behind our teeth and tonsils where from 
day to day they ‘ripe and ripe.’ We under- 
stand this theory is now orthodox, and we 
humbly make our confession of faith, but we 
venture the assertion that its progress in 
medical science is strewn with many innocent 
teeth and tonsils, the erstwhile property of our 
fellow citizens, as vicarious sacrifice upon the 
altar of medical science.’’ 


WHEN A PRE-EXISTING DISEASE IS TO BE 


ADMITTED BY A CLAIMANT 


Where a pre-existing disease is to be ad- 
mitted to exist, nevertheless, the contention 
that the disease culminated independently of 
the employment still remains to be proved. 
The presence of such a pre-existing ailment is 
not of and in itself sufficient ground to warrant 
a denial of compensation where it can be 
shown that the disease did not interfere with 
the employee’s work or had not destroyed par- 
tially or totally his earning capacity, as the 
ease may be, and where, in addition, it can be 
proved that the industrial accident, if any 
there was, could have been a proximate cause 
of the employee’s ensuing partial or total dis- 
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ability. Thus, in Centralia Coal Co. v. Indus- 
trial Commission et al.?° the defendant in 
error, John Gutzler, was injured while load- 
ing a car, while employed in the company’s 
mine. Gutzler was lying on his side when a 
rock fell from the roof of the room in which 
he was working, and struck his hip, crushing 
the bones of the hips together. It further ap- 
pears from the record that he had been from 
that time on unable to work, that he tried to 
do little things, that he could not stoop down 
without pain, and that when he attempted to 
so do there was something too short to allow 
him to stoop down. He characterized his pain 
when sitting down as ‘‘something sticking in 
him,’’ that at times it hurt all along the 
stomach and bowels. There was also testimony 
that he suffered from a eatarrh of the 
bladder, that he had had this disease for 
about 20 years, but that it had not kept him 
from working except when he was operated on 
for stones in his bladder, about a year and 
three-quarters ago. Two physicians were called 
in his behalf who testified that claimant had 
been operated on for stones of the bladder and 
for an abcess of the appendix, that X-ray pic- 
tures showed a mass on the side of the bladder 
which was thought to be a stone, and that the 
injury would aggravate the condition. 

“The evidence in this record shows,’’ said 
the Supreme Court of Illinois, ‘‘that Gutzler 
earned $1400 per year as a loader, but owing 
to the pre-existing disease, he could not load 
as many cars as a strong man. His earning 
power was depreciated by the disease, but was 
not destroyed. The award in this case was 
based upon that depreciated earning capacity. 
.... The award in this ease is sustained by the 
record.”’ ; 


? 


Compensation, further, has been awarded in 
a case in which a pre-existing disease could not 
have reached its climax independently of the 
employment because of treatments adminis- 
tered which brought the employee out of the 
zone of danger of the culmination of the pre- 
existing disease. 

It is as though the conditions surrounding 
the employment are running a race with those 
of the ailment in its endphase. But, to use the 
same figure of speech, would any spectator of 
such a race think that the horse which is re- 
strained in its free motion will win the con- 
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test? In Blair v. Village of Coleraine," realtor, 
62 years of age, had been a volunteer fireman 
in the Coleraine, Minnesota, fire department 
for the last twenty years. During the noon 
hours of May 9, 1928, he answered a fire alarm, 
running as rapidly as he could 350 feet to the 
firehall, mounting on the rear end of the hose 
truck and riding a distance of less than a block. 
According to part of his customary duties, 
upon reaching the proper location, he dropped 
backward off from the moving truck, holding 
one end of the hose for the purpose of snub- 
bing it about the hydrant while the moving 
truck continued to run out the hose. In thus 
leaving the truck, he misjudged the speed at 
which he was going and came down to the 
pavement stiff-legged, receiving a jar and feel- 
ing hurt immediately upon striking the pave- 
ment. Although he was nauseated and dizzy, 
he made, with some assistance, the hydrant con- 
nection. He was at the fire for about one hour, 
then returned home, feeling a numbness and 
weakness so that he had to support himself 
against the wall in going upstairs to his room. 
Half an hour later he found that he was par- 
alyzed. He had suffered a paralytic stroke. 
There were proceedings under the workmen’s 
compensation act, an award was had for the 
claimant, and the insurance carrier of de- 
fendant appealed. There was evidence of ree- 
ord that at the time Blair responded to the 
fire alarm he had been feeling perfectly well 
and had never had any such trouble as de- 
scribed or any indication thereof before. About 
eight months prior to his injury he had been 
troubled with moderately high-blood pressure 
of 185. He had been treated therefor occa- 
sionally by his family physician during that 
number of months, and the blood pressure had 
been greatly reduced. On April 23, about two 
weeks prior to the fire, it was down to 156, 
about normal for a man of Blair’s age. The 
Supreme Court affirmed the commission’s 
award in favor of the employee. 


How much weight had been given by the 
Supreme Court to the fact that Blair had been 
treated by a medical doctor for his high-blood 
pressure, and that the pre-existing disease had 
apparently responded to such treatment, is not 
quite obvious. However, the fact remains that 
it appeared as evidence of record, and that it is 
mentioned in the decision of the Supreme 
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Court. Certainly, stress can be put upon med- 
ical treatment prior to an alleged industrial 
accident only in the case that the same did 
actually cause some improvement, if such an 
evidentiary fact is to be used in favor of the 
injured employee. If the. pre-existing disease 
be such as could not have been reduced in its 
hazards by treatments, at least temporarily, 
and if the progress of the disease could not 
have been stopped a reasonable time prior to 
the alleged accident, the injured employee 
could hardly “avail himself of such medical 
treatment as evidence that there had been an 
industrial accident rather than the culmina- 
tion of his pre-existing disease, independent 
of the employment. Length and frequency of 
treatment, it would seem, are often quite im- 
portant circumstances to be considered in 
measuring whether the employee had reached 
the zone of safety in fact. On the other hand, 
the mere fact that no medical treatment had 
been given prior to the alleged industrial ac- 
cident, and conceding a pre-existing disease to 
exist, does not necessarily mean that there 
must have been the culmination of a pre-exist- 
ing disease independent of the employment. 
There may have taken place a remission of the 
disease before and at the time of the em- 
ployee’s calamity, and such a regress of the 
disease may have been of sufficient magnitude 
to warrant the conclusion that the ailment had 
not climaxed independently of the employment. 


A somewhat similar thought is expressed in 
Wilson v. Phoenix Furniture Co.,!* the Su- 
preme Court of Michigan affirming an award 
in favor of the claimant by saying: ‘‘ While 
plaintiff testifies that at times he has been 
dizzy and weak, he also testifies that it was 
nothing to speak of, but slight, and never suf- 
ficient to cause him to lose his balance and 
fall. His fellow workmen and superiors in the 
plant who saw him daily never noticed any 
appearance of dizziness or fainting, and never 
saw him fall before. The fact that he did not 
recall just how the accident happened is in no 
way extraordinary, when we contemplate that 
in the fall he struck his head with sufficient 
force to inflict a gash in his sealp. He was over 
70 years of age, not as nimble as in his younger 
years, and had had trouble with his limbs and 
feet a short time before. We are not persuaded 
that we should say, as a matter of law, that 
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the cause of the accident under the evidence 
in the case is so conjectural as to require us to 
set aside the finding and award of the board.”’ 
THE CULMINATION OF A PRE-EXISTING DISEASE, 
INDEPENDENTLY OF THE EMPLOYMENT 

A peculiar situation arises when there is the 
culmination of a pre-existing disease, inde- 
pendent of the employment, but where because 
of the circumstances surrounding the employ. 
ment the extent of the injuries is greater than 
it otherwise would have been. There is no con- 
test as to the fact that the employee became 
injured primarily by reason of the climaxing 
pre-existing disease from which he had been 
suffering at the time of his calamity. The ques- 
tion is: Should the employee be compensated 
for his injuries caused by the culmination of 
the pre-existing disease, independent of the 
employment, and which would not have 
reached such a magnitude but for the employ- 
ment? That the calamity occurred during the 
course of employment is to be conceded. How- 
ever, did the accident arise out of the employ- 
ment too? If one analyzes such a case one finds 
that the whole process consists of four parts: 

(a.) The non-industrial vulnerating force 
per se in form of an inherent pathologie con- 
dition which brought on the climax of the dis- 
ease independently of the employment; 

(b.) The extraneous reinforcement of the 
non-industrial vulnerating force per se, due to 
the conditions of the employment under which 
the workman had been working and under 
which, but unconnected otherwise, the pre-ex- 
isting disease had its climax; 

(e.) The injuries which the employee would 
have received if there had been no such ex- 
traneous reinforcement ; 

(d.) The additional injuries which the em- 
ployee received by reason of such an extraneous 
reinforcement due to the circumstances of the 
employment. 

This problem was under consideration of 
the Supreme Court of Errors of the State of 
Connecticut in the case of Gonier v. Chase 
Companies, Inc.’ in which the widow of 4 
painter employed by the defendant company 
had been awarded compensation as a dependent 
of the deceased employee. There was evidence 
tending to prove that the deceased had sus- 
tained fatal injuries by falling from a staging 
on which he had been working while in due 
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course of his employment, and that his fall had 
heen caused solely because of unconsciousness 
due to an attack of indigestion which he was 
accustomed to have from time to time. The 
deceased had known of his ailment and had 
been warned by one of the physicians he had 
consulted to quit working as a painter above 
the ground. The court found that the condi- 
tions of the employment contributed to the in- 
jury, and it followed an English decision Wicks 
y, Dowell!‘ in which it was held that a fall and 
not a fit was the proximate cause of an injury 
sustained by a workman who fell while seized 
with a fit. American jurisdictions had had an 
opportunity to adopt this English view, but a 
majority of them has declined to so do.'® How- 
ever, the courts of Illinois have followed the 
English ease without qualification in Peoria 
Ry. Terminal Co. v. Industrial Board, 279 
Ill. 352, 116 N. E. 651 (1917), and, also, in 
Vulean Detinning Co. v. Industrial Com. 295, 
Ill. 141, 128 N. E. 917 (1920).7° Other courts 
have restricted this doctrine to cases in which 
there are perils peculiar to the employment 
and where the employer has neglected to pro- 
tect the workman against these dangers. ‘‘A 
distinction is to be made between cases of this 
character and those where the accident, though 
partly caused by the idiopathic condition of the 
employee, is due in part also to overexertion 
of the employee in performing his work, or to 
the nature of the work or to appliances fur- 
nished to him with which to work, or the lack 
of proper safeguards against the ordinary 
dangers of the place of work, the injury being 
somewhat greater because of the idiopathic 
condition. In these cases the injury is held to 
arise out of the employment.’’! 

When we come back now to the case we 
started out with: Van Gorder v. Packard Mo- 
torear Company, and compare it with the 
Gonier case, we find that there is this differ- 
ence: the surrounding circumstances are much 
alike in both eases. However, in the Van Gor- 
der case, the Supreme Court of Michigan em- 
Phasized the fact that the employee had en- 
tered upon his employment only six hours 
Prior to his ealamity,1* his employer having no 
notice of the workman’s physical condition, 
While in the Gonier case the employer knew of 
the workman’s ailment.® These two facts have 
not heen mentioned before but they are clearly 
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stated in the decisions. Maybe, the Van Gorder 
decision would have been just the other way 
but for the lack of knowledge of the employer 
as to his servant’s pre-existing disease and his 
probability of being hurt while employed in the 
type of work he did. It remains to be seen how 
much influence the foreseeability of the calam- 
ity by either employer or employee will exert 
upon the courts and commissions in the fu- 
ture. 

The conflict which arises out of the Van 
Gorder decisions of the commission and its ap- 
pellate court is due to the fact that the former 
adopted the minority view while the Supreme 
Court adhered to that of the majority. How- 
ever either view seems to be tenable in a rea- 
sonable manner. 


2488 W. Pico St. 
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DIABETIC OR MYCOTIC VULVOVAGINITIS 


H. C. Hesseltine, Chicago (Journal A. M. A., Jan. 21, 
1933), points out that diabetic vulvovaginitis is an infec- 
tion, usually a mycosis, and rarely, if ever, an irritation 
from products in the urine. Glycosuria supplies an ade- 
quate medium for a vulval mycosis. Fungicidal therapy 
cures “diabetic” pruritus and vulvitis. Synthetic glyco- 

suria does not produce pruritus or vulvitis. 
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THE NEWER ORGANOTHERAPY IN 
GYNECOLOGY 
MarsHautu W. Fievp, §.B., M.D. 
Attending Staff, Ravenswood Hospital 
CHICAGO 

The advancement made during the last dec- 
ade in the knowledge of the endocrinology of 
the female, is almost astounding. Recent dis- 
coveries have made obsolete many of our ideas 
concerning the physiology of the female repro- 
ductive organs. 

The object of this article is not to bring out 
anything new in this rapidly developing field 
but to try to summarize and correlate some of 
the recent magnificent forward strides that 
have been made, up to the present time. If 
this be properly done, it should be helpful, in 
the proper evaluation of the newer therapeutic 
produets being offered and to be offered from 
time to time. 

For the sake of brevity and clarity, we will 
not attempt to be comprehensive, but will 
limit ourselves to some of the more funda- 
mental discoveries. Many of these have been 
abundantly corroborated and are more or less 
generally accepted. 

There has gradually evolved a rather definite 
conception of the closely correlated changes 
occurring in the ovary and endometrium dur- 
ing the menstrual cycle. As menstruation 
ceases, about the fourth day of the menstrual 
eyele, the latest corpus luteum is involuting, 
a certain Graafian follicle is rapidly ripening, 
and the endometrium has desquamated down to 
the basal layer and is beginning to regenerate. 
The endometrial glands are simple tubes. As 
the days pass, the follicle ripens further, there 
is further involution of the last corpus luteum, 
the endometrium becomes hypertrophied and 
the glands tortuous. At about the middle of 
the intermenstrual period (14th to 16th day), 
ovulation occurs with beginning corpus luteum 
formation. As soon as the corpus luteum forms, 
the epithelial cells of the endometrium be- 
come secreting cells of the beaker type, and a 
more or less decidua-like reaction gradually 
occurs in the whole endometrium. 

The reaction is complete on the 28th day. 
At this time the ovum probably dies, the cor- 
pus luteum collapses, and the endometrium 
The 


disintegrates, desquamates, and bleeds. 
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resulting flow lasts about four days and the 
eycle has begun again, with another follicle 
assuming importance. 

If, on the other hand, the ovum has been 
fertilized on or before the 28th day; the ovum 
and both the corpus luteum and the decidual 
reaction of the endometrium persists through- 


out pregnancy. Also there is no further ripen. 


ing of follicles during this period. 

In order to properly grasp the importance 
of the recent valuable experiments, which 
have utilized animals, we must thoroughly cor- 
relate the animal sexual cycle with that of the 
human. Excepting certain members of the 
monkey family, animals do not have true men- 
struation. The human female does not experi- 
ence oestrus. However their sexual cycles have 
been closely correlated. 

The phenomenon of heat or oestrus, has been 
definitely shown to occur at the time of ovula- 
tion and corresponds with the middle period of 
woman’s menstrual cycle. At the time, corre- 
sponding to woman’s menstruation, there occurs 
in animals a corresponding decidual reaction 
in the endometrium, followed by involution of 
the corpus luteum. The remarkable difference 
is that the altered endometrium involutes with- 
out desquamation and bleeding. 

The beginning of the recent discoveries may 
be said to date from 1922, when Allen and 
Doisy, first made use of a convenient practical 
test to determine when a small laboratory ani- 
mal is experiencing oestrus. They showed that 
a smear from a rat’s vagina, between oestrus 
periods or following castration consists chiefly 
of leukocytes whereas during oestrus it consists 
of large numbers of squamous epithelial cells. 
“This simple test provided an accurate means 
of testing any substance for its oestrus pro- 
ducing potency. Adult female rats were cas- 
trated and injected with extracts of various 
tissues. Frank first showed the oestrus pro- 
ducing power of follicle fluid. Thus the name 
‘*Folliculin’’ was coined for the oestrus pro 
ducing hormone. 

Subsequent tests disclosed the presence of 
this hormone in menstrual blood; circulating 
blood, especially of pregnant women; and in 
great abundance in the placenta. It was then 
termed ‘‘The Female Sex Hormone.”’ 

Later it was found in the liver, testes and 
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blood of the male as well as in many plants. 
The hormone is now named ‘‘Oestrin.’’ 

Allen and Doisy in 1928, isolated oestrin in 
erystalline form, thus proving its chemical in- 
dividuality. Many at this time thought that 
the true and only ovarian hormone had been 
isolated, and that it alone was the sole regula- 
tor of the sex cycle in the female of both man 
and beast. 

However 23 years prior to 1928 Fraenkel had 
removed the corpus luteum of rabbits by cau- 
terization six days after copulation and regu- 
larly prevented pregnancy. An equal amount 
of cauterization of other portions of the ovary 
did not prevent pregnancy. Furthermore 18 
years prior to 1928, Ancel and Bouen had 
demonstrated that doe rabbits, mated with 
sterile males, proceeded to go through many 
of the changes of pregnancy, including de- 
cidual reaction in the uterus and plucking 
their own fur for a nest at normal time for 
nesting. Rabbits are almost unique among 
animals for not ovulating during oestrus un- 
less copulation occurs. The corpus luteum fol- 
lowing the ovulation was the only logical ex- 
planation of the ‘‘pseudo-pregnancy.”’ 

The supremacy of oestrin in 1928 was not 
long lived. In the following year Corner 
settled the question beyond dispute. He dem- 
onstrated the absolute dependence of the de- 
cidual reaction of the endometrium, upon the 
corpus luteum. Twenty hours after mating 
with normal males he removed the corpus lute- 
um of the rabbit. In all such cases there was 
an absence of decidual reaction, and the em- 
bryos lived, on the poor soil, less than five 
days. He thus corroborated and expanded upon 
Fraenkel’s experiment. 

Corner’s next step also devised a test for 
detecting the corpus luteum hormone. Eight- 
een hours after impregnation he removed the 
rabbits’ ovaries. The next day he started five 
daily injections of corpus luteum extract. On 
the sixth day he found at autopsy, the normal 
decidual reaction. Under larger doses of ex- 
tract there was a more marked decidual re- 
action than in normal pregnancy. 

As further proof of a specific hormone in 
the corpus luteum he repeated the above ex- 
periment by injecting follicular fluid, rich in 
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oestrin, instead of the corpus luteum extract. 
In no case was there a decidual reaction. 


Removing the ovaries from pregnant rats 
caused abortion. Injections of corpus luteum 
extract carried them to full term. 

Corner named the hormone which the cor- 
pus luteum extract must contain ‘‘progestin.’’ 
It prepares the endometrium for gestation. 

The role of oestrin gradually came to be re- 
garded as the stimulator of the proliferative 
stage of the endometrial cycle, while progestin 
brings on the decidual or premenstrual stage. 
Menstruation, or disintegration of the decidual 
endometrium was now thought to be due to 
retrogression of the corpus luteum (with the 
consequent absence of progestin) due to fail- 
ure of the fertilized ovum to arrive. 

While the existence of these two ovarian 
hormones is quite well established, their inter- 
relation is still speculative. There is much evi- 
dence that the corpus luteum, the proliferator 
of progestin, inhibits the ripening of the 
Graafian follicle, which is probably the chief 
source of oestrin. 

During the presence of the corpus luteum 
of pregnancy, there is no ripening of follicles. 
A persistent corpus luteum in the cow, has long 
been known to prevent ovulation and cause 
sterility. Manual destruction of the corpus 
luteum restores fertility. The persistent cor- 
pus luteum of lactation prevents ovulation. 
Injection of corpus luteum extract also pre- 
vents ovulation and oestrus in animals. 

On the other hand, removal of the corpus 
luteum in animals brings on early ovulation 
and oestrus. Surgeons have noted that removal 
of the corpus luteum in women causes early 
menstruation. 

Thus we assume that persistent activity of 
progestin from the corpus luteum inhibits fol- 
licle ripening and its output of oestrin. While 
progestin is an antagonist of oestrin in this 
manner, it is a synergist, in the fact that it 
finishes the endometrial cycle begun by oestrin. 

This gives us a plausible theory of the endo- 
crine control of the menstrual cycle. The 
oestrin being produced in the ripening Graafian 
follicle causes the proliferative stage of the 
endometrium, which stage is complete by the 
14th to 16th day of the menstrual cycle. At 
this time ovulation occurs, rapidly followed by 
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corpus luteum formation. The corpus luteum 
produces progestin which causes the premen- 
strual or decidual stage of the endometrium. 
On the 28th day if a fertilized ovum does not 
arrive, the corpus luteum collapses, the de- 
cidual-like endometrium loses its progestin sup- 
port, then crumbles and bleeds. If a fertilized 
egg does arrive, the corpus luteum persists, and 
progestin continues to support the decidual 
endometrium until the new inhabitant no longer 
needs sustenance from it. 

All this is very satisfying until we begin to 
look into further evidence, which shows the 
anterior lobe of the hypophysis, plays no mean 
role in the sexual cycle. 

While we have known since 1901, when 
Frélich first described his adiposogenital dys- 
trophy syndrome that there was some rela- 
tion between the anterior pituitary and the 
genitalia, this relation did not begin to un- 
ravel until Evans and Long, showed in 1921, 
that injection of alkaline extract of anterior 
pituitary into young rats, produced gigantism 
and delayed puberty. The delayed puberty was 
shown to be due to luteinization of the follicle 
before ovulation, thus inhibiting rupture of the 
follicle. 

In distinct contrast to the above anterior 
lobe effect, Smith and Engle produced preco- 
cious sexual maturity in baby rats and mice, 
by transplanting anterior lobe from other ani- 
mals of the same or different species. Zondek 
and Aschheim in elaborating upon these ex- 
periments, proved that transplants from other 
glands and tissues failed to bring on oestrus, 
whereas, the anterior lobe brought on a sexual 
maturity in baby mice, which was so convincing 
to the adult male, that he often killed the in- 
fantile mouse in stormy attempts at copula- 
tion. 

Anterior lobe transplants have no effect upon 
castrated females. These and other experi- 
ments led to the conclusion that the anterior 
lobe in some manner mobilized the oestrin and 
progestin of the ovary. 

Zondek and Weisner following similar lines 
of experiments, at about the same time, have 
greatly clarified the action of the anterior 
pituitary. 

It was shown that Evans’ and Long’s alka- 
line extract, not only produced luteinization 
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of unruptured follicles but caused the decidual 
reaction in the endometrium. On the other 
hand acid extracts acted more like the gland 
transplants in bringing on oestrus and causing 
ovulation. The oestrogenic hormone was named 
Prolan A. The decidua producing hormone 
was named Prolan B.* 

The simplest correlation of the action of 
these four newly discovered hormones was 
given by Zondek in 1930. Prolan A starting 
from the anterior lobe stimulates the grow- 
ing follicle to oestrin production, which in turn 
stimulates the proliferating stage of the en- 
dometrial cycle. Prolan B stimulates the corpus 
luteum to the production of progestin, which 
in turn brings on the decidual stage of the 
endometrial cycle. 

The much modified Aschheim-Zondek preg- 
nancy test now used, makes use of the fact 
that Prolan A is present in large quantities 
in the urine of pregnant women. (Is this an 
excretion of a temporarily unnecessary hor- 
mone?) Injection of pregnancy urine causes 
ovulation in the rabbit without copulation, 
which does not occur in the non-injected rab- 
bit. 

While these new discoveries have borne 
fruit for the clinician in the form of this 
very valuable and accurate pregnancy test, 
so far little has been gained in the therapeu- 
tie field. In the words of Graves, ‘‘The scoff- 
er might well remark, with sly innuendo, that 
the mountains have labored and brought forth 
only a ridiculous mouse.’’ 

The newer knowledge has not only given us 
no new proved therapeutic weapons but has 
accelerated our growing lack of confidence in 
the old. The literature has been full of con- 
flicting reports, during the past several years, 
on the value of ovarian extract, corpus luteum 
extract, and ovarian residue. Frank, Novak and 
others demonstrated, sometime ago, the very 
small amount of potent substance in any of 
these commercial extracts, and their almost 
complete destruction in the gastro-intestinal 
tract. The Council on Pharmacy and Chenm- 
istry in their 1932 issue of the N. N. R. say: 
‘Rational as ovarian therapy may theoretical- 


*The question of the unity or duality of the anterior 
pituitary sex hormone or hormones is not settled. Other m- 
vestigators think the different effects may be due to variations 
in the amount of a single sex hormone. 
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ly appear to be, the actual results are rarely 
striking and often nil to the careful observer.”’ 
In speaking of the injectable crystalline oes- 
trin they say: ‘‘Its clinical field of usefulness 
has not yet been adequately defined.’’ They 
state the other newly described hormones are 
badly in need of further study before clinical 
employment. 

On the other hand, there are many careful 
clinical observers, including Graves, quoted 
above, who are not yet quite willing to be- 
lieve, that even the older ovarian extracts are 
impotent against such disturbances as the vaso- 
motor flushes and nervous unbalance of the 
natural and artificial menopause. 

When oestrin was first produced, it was in- 
troduced to the profession under the names, 
‘“amniotin,’’ ‘‘estrogen,’’ ‘‘theelin’’ ete. Since 
its oestrus producing power had been unde- 
niably demonstrated, many of us were easily 
induced to try it for amenorrhea. 

Let us now consider in the light of the above 
correlated experimental evidence some of the 
reasons for its clinical ineffectiveness. In the 
first place, oestrus is not the counterpart of 
menstruation, but corresponds with ovulation 
or the middle period of woman’s menstrual 
eyele. To be sure we might reason that if we 
produce ovulation, that menstruation might 
follow as a natural course of events. 

Then again, we must consider that the hu- 
man is much bulkier and less sensitive than 
the mouse. The ‘‘mouse unit’’ of oestrin pro- 
duces a positive vaginal smear test in the mouse. 
However Marrian and Parkes showed that 200 
mouse units were necessary to produce ‘‘The 
full oestrus changes in the uterus necessary 
for mating and pregnaney.’’ A woman is 2,000 
times the size of a mouse. In other words we 
might expect to use 400,000 mouse units to 
bring on one menstruation. It would require 
at least 50 times as much or 20,000,000 mouse 
units, if used by mouth. Injectable oestrin 
reaches us at about $3.50 per 100 units. Mazer 
and Goldstein favor oestrin by mouth for am- 
enorrhea, and recommend 1,200 units per day 
for about two or three months, along with 
Prolan hypodermically. The cost of twelve 
100 unit tablets of oestrin would be $2.40 per 
day. These authors state that menstruation 


will usually result, but its continuance de- 
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pends entirely on the existing state of ovarian 
function. This would seem a rather high price 
for such a doubtful result. 

A few other observations show us how much 
we need to learn before becoming enthusiastic 
over therapeutic application of the newer 
physiology. 

Hartman has shown that hypophysectomized 
monkeys do not show oestrus even with large 
doses of oestrin. It has also been observed 
that women and monkeys at times show regular 
periodic bleeding without ovulation and corpus 
luteum formation. The hypophysis must play an 
even more important role than is now apparent. 

Reasoning upon our present incomplete 
knowledge, we might expect to produce men- 
struation by some such sequence as suggested 
by Graves. First, administration of oestrin 
(or Prolan A if it were available) until such 
time as the proliferative stage of the endome- 
trium were accomplished then shifting to pro- 
gestin (which is not available in a very active 
form) or to Prolan B (which is now available 
as antuitrin-S.) 

In true ‘‘hyperplasia of the endometrium,”’ 
we find our most promising field for immediate 
usefulness of these new discoveries. This con- 
dition is found in typical cases of the so-called 
‘‘menorrhagias of youth’’ and ‘‘menorrhagias 
of the pre-climacteric.’’ For these conditions 
we formerly curetted and even did hysterec- 
tomies at times. More recently we have used 
radiation. This condition is due to the failure 
of the ovary to ovulate and form a corpus lu- 
teum. The continued production of oestrin 
from the non-ruptured follicle keeps the en- 
dometrium in an over active and prolonged 
proliferative phase which eventually bleeds. 
This phase is not supplanted by the decidual 
phase, because of absence of corpus lutem for- 
mation. 

During adolesence, at least, the failure of 
ovulation would seem to be due to insufficiency 
of Prolan. In the menorrhagias of the pre- 
climacterium, there is reason to believe that 
failure of ovulation is due to primary fibrosis 
of the ovary, and that the usual accompani- 
ment is a hyper secretion of Prolan in an ef- 
fort to induce ovulation and luteinization in an 
incompetent ovary. 


This condition would reasonably eall for 
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administration of progestin, but so far, no 
powerful preparation of progestin has been 
made suitable for human administration. How- 
ever Novak, Smith, Lawrence, and others have 
recently been treating these cases, by using 
Prolan B, in the form of antuitrin-S. with more 
marked success than has ever before been ob- 
tained by organotherapy in any phase of 
gynecology. 

There is no need to feel pessimistic as to 
the ultimate outlook for organotherapy in 
gynecology, but a tempered therapeutic en- 
thusiasm is in order, until this new and prom- 
ising field is a little more thoroughly explored. 

1951 Irving Park Blvd. 





CYCLIC ENTHUSIASM IN 
ELECTROSURGERY 
As Applied to Tonsillectomy 
Raymonp F. Eumer, M. D. 
CuarLEs E. Boyuan, M. D. 
CHICAGO 

The dictum, ‘‘tempora mutantur, et nos 
mutamur in illis’’ has been accepted literally 
for the many centures since the great Roman 
first enunciated it to a world waiting for uni- 
versal phrases. A close inspection of the liter- 
ature of medicine will, however, convince the 
observer of the fallacy of the aphorism.—A 
period of time has passed, and once more, 
electrocoagulation of tonsils has put in its 
inevitable cyclic appearance. 

It is to be noted, that about every seven or 
eight years, enthusiastic advocacy of electro- 
surgery appears sporadically, usually in our 
larger cities, and soon assumes epidemic pro- 
portions. There is, of course, a selective affin- 
ity for the medical profession, chiefly the ear, 
nose, and throat men. 

Enthusiastic supporters are not wanting, 
and the patient, having heard of this wonder- 
ful and painless method of removing tonsils, 
often asks specifically for this type of treat- 
ment. 

In view of the fact that one of us (Dr. 
Elmer) did pioneer work in electrocoagulation 
of tonsils, and, since the inception of the pro- 
cedure, has employed this method on a series 
of approximately twelve hundred cases, we 
feel an opinion should be expressed at this 
time. 


June, 1933 


Let us consider briefly the relative merits of 
electro-surgery as compared with surgical ton. 
sillectomy; the advocates of electrocoagulation 
of tonsils glibly enumerate the various advan. 
tages accruing therefrom, prominent among 
which are: 


(a) Less local reaction. 

(b) Absence of Hemorrhage. 

(ce) Negligible amount of pain and discom. 
fort: 

(d) Eradication of foci of infection. 

(e) A procedure which will revolutionize 
tonsillectomy and replace orthodox surgery. 


(a) ‘‘There is less local reaction.’’ This may 
have some measure of truth in it, when the 
coagulation is done by an expert trained to 
follow a definite technique, but, frequently in 
the hands of the unskilled, and occasionally 
in the hands of the specialist, considerable 
local reaction is seen, in the form of edema 
of the throat. 

A competent operator, who has been thor- 
oughly trained in the use of the method, and 
who understands how to correctly select his 
cases may get good results. However, those 
who have not had special training of sufficient 
length, may have unfortunate and indeed seri- 
ous results from this technique. Unfortunate- 
ly a large percentage of men undertaking this 
method are trained with a three day course 
offered by manufacturers of electrical devices. 
They then believe themselves competent to 
undertake electrosurgical removal of tonsils 
and in their present status constitute a down- 
right menace. 

In our series, especially the earlier cases, 
edema of the throat became so severe that 
morphine was indicated, and in one patient we 
thought a tracheotomy would be necessary. 
This complication is believed to be a direct 
result of tissue coagulation. 

It is a matter of conjecture how an operator 
can gauge exactly the depth to which the 
coagulation extends. The tonsillar capsule is 
unable to arrest the penetration of current 
after it has reached this point. There is grave 
danger of damaging the palatal muscles, hence, 
an underestimation of the current can pre 
duce permanent damage with severe reaction 
at and in the neighborhood of the coagulation. 
When this complication occurred we have see? 
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patients with dysphagia, dyspnea, great pain, 
toxemia, and extreme discomfort. 

It is not our intention to convey the im- 
pression that this reaction is seen in the major- 
ity of cases, but the percentage is sufficiently 
high over a long series to warrant a healthy 
respect for this phase. 

(b) ‘There ts an absence of Secondary 
Hemorrhage.’’ This is a mistake. Secondary 
hemorrhage, occasionally severe, may occur in 
from two to twelve days after a treatment. 
It is eaused by a vessel bleeding through the 
coagulated tissue, too strong a current, or the 
inclusion of too much tissue during a treat- 
ment. 

These secondary hemorrhages have been 
known to persist for forty-eight hours, and this 
in the face of the pre-operative assertion on 
the part of the operator, that it would be a 
bloodless operation. 

Is it not obviously an easier procedure to 
control hemorrhage following a surgical ton- 
sillectomy than to grope about blindly in a 
necrotic mass trying to find the bleeding point ? 

Tonsillectomy is looked upon by the laity 
as a simple operation; the electro-surgeon de- 
scribes his modification as the very apex of 
simplicity, hence a severe hemorrhage fol- 
lowing this procedure is a difficult matter to 
explain. 

(ec) “It ts a painless method.’’ Cellulitis of 
the neck occurred in two cases of our series 
following electrocoagulation, prolonged hos- 
pitalization was necessary, and the patients 
suffered exquisite pain. Ten per cent. com- 
plained of pain and discomfort in excess of that 
seen following the orthodox method. 

These instances may, in the belief of many, 
cite the exception rather than the rule, but 
the mere possibility of this occurrence militates 
strongly against one of the cardinal claims of 
the electro-surgeon. 

(d) “This method eradicates foct of in- 
fection.”’? There is clinical evidence to support 
the assertion that tonsillar remnants harbor 
more pathogenic bacteria than tonsils removed 
for the first time. Many patients with path- 
ologie conditions attributable to tonsillitis have 
found relief only after a secondary operation 
to remove tonsillar tags. It is, therefore, to be 
assumed that complete removal of tonsillar 
tissue is necessary and desirable. 
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A prominent proponent of electro-surgery 
describes his modification, called diathermocryp- 
tectomy, in which he removes only the cryptic 
area by diathermy. He declares it is a con- 
servative procedure, and likens it to incom- 
plete removal by surgical tonsillectomy. He 
purposely, or unwittingly, completely overlooks 
the infected tonsillar tissue which remains, and 
which constitutes a focus of systemic infection. 

The status of the tonsil after coagulation 
may be summarized as follows: 

1. The tonsils are not removed. 

2. The inflammatory reaction which follows, 
cover the tonsillar remnant. 

3. The pathogenic bacteria still remain in 
the necrotic mass. 

An advocate of electrocoagulation states: 

‘<The heat necessary to destroy the tonsillar 
tissue destroys the infecting organisms within 
the depths of the crypts. A bi-section of a coag- 
ulated tonsil shows cells below the line of 
destruction presenting a normal appearance.’’ 

One cannot help but wonder—in how many 
patients was this true? 

In our series of cases where unsatisfactory 
results followed electrocoagulation and ortho- 
dox surgery had to be resorted to, it was not 
uncommon to find multiple abscess areas pres- 
ent in the tonsillar remnant which had been 
previously coagulated. 

In these cases, a sense of false security 
existed after coagulation. Externally the de- 
sired effect seemed to have been accomplished ; 
systemically it was not present, simply because 
the nidus of infection instead of being ap- 
parent had become sealed over. 

Novak and Zeller report a case in which 
severe rheumatic fever followed electrocoagu- 
lation of tonsils carried out by one skilled in 
the technique. A piece of tonsil was covered 
over by a thick, smooth, white scar. The ap- 
pearance of the throat months later was such 
as to warrant a laryngologist in saying there 
had been a complete removal of the tonsil. 
Portions of diseased tonsil may be frequently 
left following surgical tonsillectomy but it is 
only by electro dissection that such fragments 
can be so completely hidden from view. 

(e) ‘This procedure will replace surgical 
tonsillectomy.’’ Considering only the stand- 
point of residual foci of infection, how can such 
a thing be possible? Since diseased tonsils 
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are the source of many ailments and coag- 
ulation merely removes the surface mani- 
festations and buries virulent bacteria in the 
tonsillar remnant, what is gained by the pro- 
cedure? To eradicate these foci we must have 
recourse to surgery, so why subject the patient 
to a tedious coagulation and then eventually 
follow it with surgical tonsillectomy? Certain- 
ly from our experience in this series of cases 
we can neither guarantee a bloodless operation, 
a minimum of pain, or a cure of systemic 
disease. 

Conclusion: 

1. Electrocoagulation has no 
over orthodox tonsillectomy. 

2. It will never supplant surgery and at 
best, will be a very minor adjunct and have 
a very limited field of usefulness. 

3. Multiple small abeesses remain in the 
coagulated mass as sources of systemic in- 
fection. 

4. Electro-surgery offers a temptation for 
professional publicity. In general its advo- 


advantages 


cates are physicians who subscribe to the un- 
scientific claims of the manufacturers of elec- 
trical apparatus. 

5. In spite of the improvement which has 


been made in the technique of destruction of 
the faucial tonsil by high frequency current, 
we do not see any evidence of sufficient validity 
to indicate that the method is other than in- 
adequate and unsatisfactory and that it cannot 
in any way compete with accepted present day 
methods of surgical tonsillectomy. 

6. We do not propose to take an unreason- 
able stand in opposing electrocoagulation of 
tonsils. We wish rather to emphasize the fact 
that the orthodox method is preferable and 
safer in the hands of the average man. The 
technically trained specialist will, no doubt, 
obtain good results in certain selected cases. 

3435 Sheffield Ave. 
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Babinski—Weil test for labyrinth disease, is when a 
patient walking forward with eyes shut deviates to one 
side and when walking backward deviates toward the 
opposite side. 
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TENDON SUTURING* 
Roger W. Hussarp, M. D. 
CHICAGO 

The earliest surgeons to write on tendon 
suturing were the Arabian surgeons. Avicenna 
wrote ‘‘every time a nerve (a nerve in early 
literature means tendon or nerve) is divided 
or cut through it must be sutured together,” 
There is little in the literature concerning the 
suturing of tendons from the time of Avicenna 
to the seventeenth century when Roger of 
Parma, William of Salicet and Lanfranchi of 
Milan advocated the sewing of tendons ‘‘when 
cut across through and through.’’ In the nine- 
teenth century Ambroise Pare performed tendon 
suturing and wrote enthusiastically concern. 
ing same, and Andre della Croce, an Italian 
surgeon, at about the same time advised 
and performed numerous operations of tendon 
suturing as well as writing numerous pages 
on the operation of sewing ruptured and cut 
tendons. 

All of these writings should have been con- 
clusive as to the treatment by suturing of 
severed tendons, but still the writings of Galen 
seemed to have a predominating effect on the 
views of most surgeons as Galen states in his 
Ars Parva ‘‘A prick of a tendon will intro- 
duce convulsions’’ and the profession of that 
period was content to accept this theory with- 
out attempting experiments. In 1598 Jacques 
Guillemeau writes that ‘‘pain, swelling, in- 
flammation and convulsions ensue’’ when a 
tendon is pricked with a needle while attempt- 
ing to suture a tendon, and also he reports, 
that death is often accountable when a tendon 
is pricked with a needle because of the sym- 
pathetic relation between a tendon and the 
tendon origin, the brain. 

Their writings were a contradiction and 
misunderstanding with marked confusion in 
the anatomical data, as, at that time the belief 
was that the tendons and nerves were the same. 
Veslingius (in Observationes Anatomiae, Epis- 
tola XV, 1740) would not accept these teach- 
ings of complications from pricking a tendon 
with a needle. He reports several cases of 
suturing the tendon of Achilles without any 
pain, convulsions, or inflammation. Animal 
experimentation on tendon suturing was done 
by Nuck in the eighteenth century (Observat. 


*Presented before Staff of Ravenswood Hospital, Nov. 1932. 
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yares de medecine et de chirurgie, 1789, vol. 
page 429) in which he divided a fiexor tendon 
of a dog and sutured the tendon with per- 
fect results; Meekren (Observ. med. chirurg. 
1682, Observ. LXII) divided and crushed 
several tendons in dogs and proved that no 
pain or convulsions resulted. 

Thus did tendon suturing have its ups and 
downs until in 1814 Monteggia of Italy (In- 
stituzioni Chirurgische, Milano, 1814) and 
Dutertre of France (Traite de Medicine Oper- 
eatorire, Paris, 1816) in 1816 advised and 
wrote extensively and proved without doubt 
that sewing of a severed tendon was the proper 
treatment. From this time on many surgeons 
wrote concerning tendon suturing, devising 
numerous methods of operating as well as 
bandaging and position of parts after oper- 
ation. Thus the suturing of tendons developed 
and reached the high point of perfection to 
which modern aseptic surgery has advanced. 

We now know that the parts of tendons 
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distal to their muscular origin are devoid of 
nerve tissue and the cutting or severing of this 
part of the tendon causes no pain. Only the 
surface of the larger tendons contain blood 
vessels. Tendons are supplied with a lymph- 
atic circulation which must not be shut off in 
suturing of the tendon. 

In the following presentation only the nor- 
mal severed tendon is given consideration as 
to its repair and method of repair. Primary 
suture of a tendon is regarded as minor sur- 
gery. There are a few fields of minor surgery 
which compare with tendon suturing as to 
the unsatisfactory results even though the oper- 
ation be performed by the most clever surgical 
technique. Certain factors which predispose 
to unsatisfactory results prior to the actual 
suturing of the tendon may be listed as: 1. 
Lack of splinting injured parts and thus allow- 
ing active pull of severed tendon to retract 
the tendon ends which may pull infection up 
along tendon sheaths. 2. Proper sterilization 
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Fig. 1 shows the Bunnell method of tendon suturing; Fig. 2 the matress method; Fig. 3, the through and 
through method of suturing severed tendon ends. “A” illustrates the method of introducing the suture while “B” 
shows the position of the severed tendon ends and the relation of the suture knot to the laceration of the tendon 


after the suture has been tied. 
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and debridement of skin around the injury. 
3. Proper sterilization within cut area before 
examination of parts. 4. Gentleness in exami- 
nation of parts with knowledge of anatom- 
ical relations and the position where one might 
expect to locate severed tendon ends. 5. Over- 
looking one or more severed tendons. 6. Over- 
looking other complications as injured sur- 
rounding structures. 

The laceration of a tendon may be complete 
or incomplete, clean cut or crushed, or it may 
be frayed and its fibres shredded and the 
tendon may or may not be injured in several 
places. 

The treatment of a lacerated tendon should 
begin at the place of accident by applying a 
sterile dressing and antiseptic solution and 
splinting the injured parts and removal to 
the operating room as soon as possible. This 
is done without removing the splint. 

The method of sterilization of the tissue 
surrounding the wound is divided into two 
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schools. One group of surgeons, let’s call them 
the operating room technique surgeons, prefer 
to scrub the wound and surrounding tissue 
well with soap and water as well as to pour 
sterile water into the wound giving the wound 
a flushing action. The second group, let’s call 
them the field technique surgeons, prefer to 
use only sterilizing solutions such as iodine and 
alcohol on the wound and surrounding tissue 
without first removing the skin dirt and grease 
with soap and water. I consider that a great 
many cases of infection may be avoided if 
soap and water and the scrub brush are not 
used and the following only done. The sur- 
rounding parts should be painted with tincture 
of iodine followed with alcohol. The wound 
tissue should be well covered with tincture of 
iodine or iodoform in ether. If iodine is used, 
the excess amount of iodine should be removed 
with sponges from the wound. The splint 
should then be removed by an assistant and 
the severed ends of the tendons located and 
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Fig. 4 shows the Friedrich method of suturing a severed tendon, Fig. 5 the method of suturing the severed ten- 
don ends by means of several sutures passed into the axis of the tendon, and Fig. 6 shows the anchored suture 
method where the suture is anchored and then passed in and out of the tendon wall. “A” illustrates the method 
of introducing the suture, while “B” shows the final position of the knot in relation to the lacerated ends of the 


tendon. 
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pulled down, and carefully matched.. The 
amount of retraction varies with the length 
of time after trauma and muscular action, the 
proximal end retracting the most. Often a 
foreeps can be inserted into the sheath of the 
tendon and the retracted tendon pulled down, 
but this should be done very gently. As soon 
as the tendon is pulled down, tincture of 
iodine followed by alcohol or iodoform in ether 
should be applied to the tendon and this 
yorked up along the tendon within the tendon 
sheath to ‘‘kill off’? any infection which may 
have been drawn up the tendon sheath by the 
retraction of the tendon. The entire wound 
is then bathed in normal salt solution and the 
tendon sutured and the tendon sheath is closed 
with interrupted sutures of fine chromic cat- 
out and the skin is closed with interrupted 
sutures and a rubber tissue drain may be in- 
grted down to the tendon sheath. 

The choice of absorbable or non-absorbable 
suture is the operator’s choice. The size of 
suture material used is comparable to the size 
of the tendons sutured. There are numerous 
methods of suturing tendons, The Bunnell 
method where the suture is passed transversely 
through the tendon and then into the axis of 
the tendon out through the severed ends (fig. 
1, a, b). It is then tied to the suture of the 
dther tendon end with the knot between the 
severed ends. The knot prevents healing of 
the tendon ends and in case of infection serves 
as a point holding the infection. This suture 
also is liable to pull out. The matress suture 
in all its modifications pulls out easily if pull 
is exerted (fig. 2, a, b). 

The simple through and through suturing 
of tendons (fig. 3, a, b) most always pulls out, 
allowing the tendon ends to retract because 
of the tendency of the tendon fibres to shred. 
The Friedrich suture (fig. 4, a, b), where one 
suture is placed transversely through both 
tendon ends and tied with a second reinforcing 
suture through the axis of both ends) is of the 
type which upon shredding of the fibres of 
the tendon will always pull out. Suturing 
the edges of the tendon together (fig. 5, a, b) 
is worthless alone, and never holds. 

The method of suturing a severed tendon, 
as shown in figure 6, where the suture is 
anchored into the wall of the tendon and then 
passed in and out of the tendon wall until the 
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severed end is reached, is one of the most ac- 
cepted methods, but has its disadvantages. As 
the suture is passed in and out of the tendon 
wall a number of times, the tendon is trauma- 
tized and the surface circulations are inter- 
fered with. The presence of the suture: 
material along the surface of the tendon is a 
constant irritation to the tendon sheath or 
covering material, and is liable to cause a 
greater amount of adhesions between the ten- 
don and its covering. The knot at or between 
the severed tendon ends is a marked menace 
to healing. This method does have the ad- 
vantage over the previous mentioned methods 
as it usually does not pull out, and usually holds 
the tendon ends together. 

All these methods of suturing have their dis- 
advantages as either the suture is without an- 
chorage and pulls out easily when the tendon 
becomes softened due to infection, or when a 
pull is exerted on the suture ends. Again they 
have disadvantages as the suture knot is at or 
near or between the severed tendon ends, and 
thus this produces a scar external to the tendon, 
and usually attaches the tendon ends to the ten- 
don sheath and produces an adherent sear. Again 
a knot between the tendon ends hinders com- 


plete healing of the tendon ends, and should 
be avoided. 

There is only one method of suturing a 
severed tendon which will hold the tendon ends 
together under most circumstances. That meth- 
od is the side wall anchoring through the axis, 
suturing (fig. 7, a, b, c,d, e). The surgeon takes 
a good bite with a small curved needle into 
the side of the tension, about 34 to 34 inch 
from the severed end, depending on the size 
of the tendon. The suture end is passed from 
above the knot down through the tied loop in 
the side of the tendon and down the axis of 
the tendon as shown in figure 7 b. The same 
procedure is followed with the opposite severed 
tendon end. This requires four sutures and 
leaves the ‘‘n’’ ends of each suture coming out 
of the axis of each severed tendon, and while 
the ‘‘x’’ end of the same suture remains tied 
at the place of the first suture or the anchor 
portion (fig. 7 ¢). Ends ‘‘n’’ are then passed 
up the axis of the opposite tendon end and out 
through the anchor loop of the opposite portion 
of the severed tendon (fig. 7 d). By making 
traction on the suture ends ‘‘n’’ and ‘‘n’’ on 
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Fig. 7 illustrates 


side wall anchoring through the axis” method of tendon suturing. “A,” 


“B,” “C” and “D” show the method of introducing the suture, while “E” illustrates the 
final position of the sutured tendon and shows the relation of the suture knot as distant and 
nowhere near the lacerated tendon ends. ‘E” also illustrates that the suture is entirely 
buried except for the knot at right of anchoring. 


the same side of the tendon, the ends of the 
tendon will be drawn together (fig. 7 e) and 
then ‘‘n’’ suture end of one severed portion 
is tied to ‘‘x’’ suture end of the opposite severed 
portion. 

This method brings the ends of the tendons 
in the closest possible position, and the suture 
is anchored in such a way that it is almost im- 
possible to pull out. There is no knot at the 
point of union of the severed ends. There is a 
minimum amount of scar formation due to the 
presence of knots, as the knots are in that part 
of the tendon where the tendon is uninjured, 
and at a position where the tendon sheath has 
not been damaged, as it is at the site of lacer- 
ation. After tendon suturing there is usually 
a moderate swelling of the tendon, and this 
swelling tends to tighten the anchor portion 
of the suture, and causes the suture to hold 
better. Again, if infection appears around the 


tendon, as the tendon ends seal themselves off 
and together by proliferation, the infection does 
not follow the suture into the axis of the tendon, 
as it does when the knot is at the site of lacer- 
ation. For this type of tendon suturing, | 
prefer silk, if an infection does develop, the silk 
will hold where catgut will not, and in cases 
where the infection is treated with Dakin solu- 
tion the silk will stand the action of the Dakin 
solution better than will the catgut. 

A splint should be applied to the injured 
part for at least one or two weeks and then 
active motion begun slowly. Passive motion 
may be begun on second or third day. If in- 
fection develops, the parts should be at absolute 
rest until infection disappears and the incision 
opened wide and irrigated every hour with 
Dakin solution with a therapeutic light applied 
between irrigations. 

4175 Irving Park Blvd. 
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TREATMENT OF ENDOCERVICITIS BY 
ELECTRO-CAUTERIZATION AND 
ELECTRO-COAGULATION* 

S. D. Sorrr, M.D. 

CHICAGO 
Most all of the medical practitioners have 
some experience with diseases peculiar to wom- 
en. While lesions of the cervix are regarded 
of non-importance by some they are such 
common precursors of more serious condi- 
tions that their successful treatment cannot 
be too greatly stressed. One of the commonest 
diseases is that of endocervicitis with the 
resulting leukorrhea. In the majority of the 
cases the discharge comes from the cervix. 
Endocervicitis is the result of infection 
originating in the glands of the cervix or 
urethra. Bacteria may find entrance from 
the vaginal opening and set up inflammation 
which very often becomes chronic. In adults 
the greatest cause is venereal diseases and cer- 
vical tears resulting from labor. Often an im- 
proper cervical examination may introduce 
the infection. The cervical glands infected by 
more or less virulent bacteria begin to secrete 
excessively and the result is most of the time 
leukorrhea, at first muccoid and later muco- 

purulent. 

Many of these infected glands often become 
plugged. While plugged they continue to 
secrete, they increase in size and form what 
we call Nabothian cysts. The cervix often 
becomes very large due to these cysts. The 
continuous irritation from the cervical secre- 
tions produces an excoriation of the surface 
epithelium and as a result we have the forma- 
tion of erosions. Very often following labor 
cervical tears and later discharge are alto- 
gether disregarded if not causing serious dis- 
tress and as time goes on they develop into 
a more serious condition involving not only 
the cervix, but also the adnexa. 

In my experience many infections of the 
adnexa result from such endocervical infec- 
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tions. Often instead of opening the abdomen 
and removing the adnexa, building up the 
resistance of the patient and clearing up the 
cervical infections will cure these cases and 
eliminate an operation. 

Prophylaxis. Much can be done to reduce 
cervical tears, by the strict adherence to an 
absolute indication for the application of 
forceps. In doing a vaginal examination, 
strict asepsis must be practised. Prophylaxis 
after parturition will avert a large proportion 
of cases. Very often a slight infection can be 
cleared up following the puerperium. To this 
end a patient should always report for an 
examination eight weeks after delivery. If 
tears are repaired after delivery much mor- 
bidity can be spared. 

I. W. Potter, after completion of the third 
stage of labor, makes a careful examination 
of the lower birth canal. He brings down 
the anterior and posterior lips of the 
cervix with two cervical forceps. He opens 
any cysts in the cervix, removes them 
with a broad sharp curette or with a flat 
seissors and also any diseased tissue that may 
be present. The author claims that he cures 
eases of old leukorrhea by beveling out the 
cervix and bringing the new made raw edges 
together with two or three interrupted cat- 
gut sutures. In primiparas as a rule no tissue 
is removed and sutures are merely placed to 
bring turned edges together. In old multi- 
paras near the menopause no attempt is made 
to save the cervix. He curettes or cuts down 
until he reaches healthy tissue and then 
brings the edges together. 

Treatment. In attempting to clear up these 
infections, many methods have been used. The 
old fashioned douche is absolutely useless as 
a cure. In fact the routine douche so common 
with the laity for cleanliness is almost always 
to be condemned. The use of weak irritants 
may produce ecatarrh of the vaginal and cer- 
vical epithelium and so stimulate discharge 
which it professes to remove. Tampons are 
only the carriers of such irritants and help 
only to delay nature’s healing process of the 
cervical surface. While topical application of 
silver nitrate, mereurochrome and other anti- 
septics may have a limited use for cases not 
too far advanced, too often this means fre- 
quent visits to the office and no improvement. 
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Since the inflammatory lesions in the ma- 
jority of cases are limited to the cervix and 
do not extend to the endometrium and the 
uterine body, curettage for the cure of leu- 
korrhea is to be condemned. Removal of nor- 
mal endometrium is not only useless, but there 
is the real danger of spreading an infection 
to the uterine body endometrium and possibly 
to the tubes and pelvic peritoneum. 

Radium has been used by some gynecolo- 
gists. It often gives excellent results in 
selected cases; but it is too dangerous to be 
employed routinely. Curtis, of Chicago, was 
able to clear up a great percentage of his 
eases by repeated application. This method 
is somewhat expensive, not so practical in 
the hands of the general practitioner, and 
sometimes sterility may result. 

The operative treatment is no longer the 
method of choice. Since the advent of cautery, 
surgery has fallen in importance in most cer- 
vieal lesions. Trachelectomy should be done 
in a very hypertrophic cervix with multiple 
laceration and extensive infections and then 
only after the cautery has been used. 

Mugit claims that trachelorrhaphy did not 
relieve endocervicitis with its discharge and 
amputation very often resulted in sterility. 
Those that did become pregnant either failed 
to carry to term or suffered from severe dys- 
tocia. R. Dickinson also claims that while 
there must be careful adoption of any partic- 
ular operative measure to any particular 
cervix, many of the operative measures may 
be dispensed with by means of the proper use 
of cautery. 

It was with the adoption of the electric 
cautery and more recently the electro-coagu- 
lation, that the gynecologist obtained the most 
satisfactory results. In using the electric 
cautery many workers originally ran the flat 
blade over the mucosa of the cervix thus 
destroying the superficial layer of the tissue. 
As soon however as the mucosa or surface 
epithelium was regenerated, the discharge 
began as coptious as ever. Obviously this 
method failed either to empty or destroy the 
deep cervical glands. It remained for Guy 
Hunner of Johns Hopkins to adopt the present 
lineal incisions deep into the cervical tissue. 
This lineal cut, often extending to the internal 
os, empties the glands and causes such ne- 
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croses that those deep glands very often are 
obliterated in the healing process. 

This method may be applied in the office 
without anesthesia. In superficial and recent 
lesions I prefer to use the nasal tip cautery, 
The Paquelin’s cautery should be reserved 
for more extensive pathology. The patient is 
put in the lithotomy position. The cervix is 
pulled down as much as possible with a tenac- 
ulum forceps. With the cautery in a cherry 
heat, strokes are made covering the entire 
length of the cervical mucosa in a depth of 
about 3-5 mm. These treatments may be re- 
peated every two to three weeks. In very chronic 
cases of cervicitis and especially in cases of 
obstinate gonorrhea, the Paquelin’s cautery 
must be used. In order that the glands can be 
thoroughly destroyed an anesthetic and _ hos- 
pitalization are essential. After the patient is 
put to sleep with nitrous oxide, the cervix is 
dilated and more radical cauterization is carried 
on. Long strokes are made beginning from the 
internal os, to the outer lip of the cervix. 

After cauterization the patient is warned 
that during the first two weeks discharge may 
be very profuse and there may be some bleed- 
ing. It is in eases where the Paquelin’s 
cautery is used that hemorrhage is more likely 
to occur, after about two weeks, when slough- 
ing takes place. During this time the patient 
is instructed to be within reach of her physi- 
cian. Also low pressure salt solution douches 
are prescribed, but they must be promptly 
discontinued if any amount of bleeding 
appears. 

Electro-coagulation of the cervical canal 
by the use of diathermy machine has found 
in my hands a very extensive use at the office, 
with very satisfactory results. It is a very 
easy method and very effective one, in all 
eases of leukorrhea and erosions. The work 
is very quickly done and it requires but a 
few seconds to generate the amount of heat 
required to do it. The cervix as a rule requires 
no dilatation, because the electrode can be 
selected to fit any size opening of the cervical 
canal. 

I have procured from a hardware store 
several different sizes of aluminum rods and 
with the help of my dentist, who ground the 
points, I have electrodes that will fit practi- 
cally any cervical canal. The patient as a rule 
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need not have an analgesic, but if she is very 
nervous, She is asked to take three grains of 
sodium amytal about 45 minutes before she 
arrives at the office. Application of novocain 
in the cervical canal does not help much. 

This work I usually do about five days 
after her menstrual period thus giving time 
for separation of the coagulum and some 
healing to take place. There is no special 
preparation, except shaving off the pubic 
hair in order to secure a better contact, and 
the wiping dry of the cervical canal. 

The procedure is as follows: In the lithot- 
omy position, the indifferent electrode con- 
sisting of a tin-foil cut to fit the abdomen of 
the patient is applied, being careful to lubri- 
cate the surface with soap or jelly, so as to 
get perfect contact. A sand bag helps to keep 
this electrode in place. The active electrode, 
a small rod, is inserted into the cervix and 
kept against the tissue. Both electrodes are 
then connected to the respective terminal. 
The machine is set to deliver the maximum 
current flow. I usually test my machine touch- 
ing the active electrode to a sheet of metal 
to be used as the indifferent electrode. And 
I so arrange the spark gap that the current 
measures about 2000 milliampers or less. The 
switch is opened and ready to use with the pa- 
tient in the cireuit. The switch is now closed 
and the electrode is kept in the cervical canal 
sufficient time, usually ten to fifteen seconds, 
until the external os is completely blanched. 
The vaginal walls need not be protected, because 
the heat is confined only to the tissue that is 
coagulated. The patient often feels a severe 
cramp in the lower abdomen, which however 
passes away as the electrode is removed. The 
principle that applies to electro-coagulation is 
based upon the general principles of electrical 
resistance. When high frequency current passes 
through the tissues enough resistance is of- 
fered and as a result enough heat is generated 
to cause electro-coagulation. 

If electrodes of equal size were used, the 
heat generated would be uniform in all parts. 
If however one electrode is smaller the current 
in that electrode becomes heavier and greater 
heat is produced in the smaller electrode. The 
current density of the smaller electrode is in 
direct proportion to the size of the indifferent 
electrode. 
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The concentration of heat in a small area 
by the small electrode causes desiccation and 
destruction of tissue cells. The part affected 
becomes dry and sloughing takes place after 
several days, depending upon the depth that 
the coagulation was carried out. The man who 
first uses this method may get a good idea by 
experimenting on a piece of lean meat. This 
meat is laid on the piece of metal that serves 
as the indifferent electrode. The different 
electrode is now touching the meat and the 
current is turned on until the meat is 
blanched. Experimentation with increase or 
decrease of the time and current will give 
one an idea as to the time required to coagu- 
late this piece of tissue. By cutting the meat 
one can see the depth of the penetration. Of 
course the ability to judge exactly the effect 
of the current upon the living tissue can 
only be acquired by experience. 

Dr. Robbe of St. Louis claims that in chronic 
endocervicitis the electro-coagulation is to be 
preferred to the thermal cauterization. The 
reason is that in order to destroy the deep 
glands with electro-cautery it necessitates the 
marked destruction of cervical tissue, where- 
as in electro-coagulation the heat is generated 
from within out, and excessive superficial de- 
struction with subsequent cicatrix can be 
avoided. Robbe maintains that actual thermo- 
cauterization is preferred to electro-coagula- 
tion in the recent post-partum erosions and 
endocervicitis as in these cases superficial and 
deep glands are not so extensively involved. 
In the chronic group electro-coagulation will 
more adequately destroy the deeper cervical 
tissue. 

Personally I apply the electro-coagulation 
method in all my cases. I find it easier to 
coagulate an advanced erosion at my office 
all in one sitting without an anesthetic than to 
use the nasal cautery. I feel that Paquelin’s 
cautery cannot be applied at the office with- 
out some kind of an anesthetic. If a patient 
happens to go to a hospital for any other 
reason and it becomes necessary to be put 
under anesthesia, I then use the Paquelin’s 
cautery. 

Electro-coagulation in many cases is supe- 
rior to cautery for many reasons: 

1. It requires no cervical dilatation and 
therefore no anesthetic. 
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2. No hemorrhage occurs during the proc- 
ess or when the coagulum separates. 

3. There is very little heat produced in the 
vaginal surroundings and there is less danger 
of injuring the cervical tissue. 

4. Also, according to Moench, C. L. and 
Schulman, electro-coagulation is superior to 
cautery because the scar if formed is more 
elastic and does not cause distocia. 

5. There is less tendency to stenosis. 

Contraindications. Acute involvement of 
the adnexa prohibits the use of either the 
electro-cautery or electro-coagulation. Also 
this work should not be done too close to the 
menstrual period, or in case of pregnancy. 
Where malignancy is suspected, cauterization 
should not be done. Schiller’s iodine test, if 
applied routinely before cauterization, in- 
variably will help one to detect the presence 
of early malignancy. 

Complications. Hemorrhage is of common 


occurrence following cauterization. It occurs 
when the separation of the sloughing tissue 
takes place. Stenosis with scar formation and 
the resulting dysmenorrhea and destocia is a 
complication not to be lightly ignored. 


Some discussion has followed the use of 
cautery, as to the amount of scar tissue that 
would result and its effect on pregnancy and 
labor. Inasmuch as the cautery destroyed 
only the hypertrophic cervical lining, which 
was not replaced by cervical tissue, but by 
squamous epithelium from below, most of 
the writers maintain that there is no forma- 
tion of scar tissue and as a result no dystocia. 
But what about the cases where the cautery 
penetrates deeply, or in cases of chronic gon- 
orrhea, where repeated cauterization may be 
necessary? Is not the destruction of the 
deeper cervical tissue replaced by sear tissue? 
Of course some workers will say this is a 
complication of the inexperienced; but who 
can tell exactly how deep one can go with- 
out destroying too much tissue and still de- 
stroy the infected glands? Complications do 
occur in my opinion and I will now cite to you 
two cases that will illustrate my contention. 
One was treated by the electro-coagulation 
method and the other one by the electro- 
cautery. 

3y Electro-Coagulation—Mrs. R., aged 27, Para-2. 
First baby, normal labor. Second baby, October 1929. 
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Second stage slightly prolonged. Subsequent to the sec- 
ond delivery she developed profuse purulent leukorrhea 
and a chronic tubo-ovarian infection. On examination 
the cervix showed a slight tear and an advanced erosion, 
The patient was treated with local applications, tampons 
and douches with no results. October, 1931, electro- 
coagulation was done at my office. This was repeated 
in November. Following this treatment the abdominal 
pain disappeared. The erosion cleared up and the dis- 
charge ceased. Subsequent to this treatment the patient 
became pregnant and she went into labor October 25, 
1932, about 10 a.m. About 1:30 p.m., she had uterine 
contractions every 3 minutes with dilatation of only 2 
cm. Contractions continued strong until 5:30 p.m. with 
no progress. The patient was taken to the obstetrical 
room and the cervix was manually dilated up to 5 cm. 
She was left alone until 7:45 p.m. When seen that no 
further progress was made, the dilatation was completed 
manually. The second stage was very rapid, lasting only 
3 minutes. In this patient, there was what I would call 
an elastic scar tissue that could be stretched manually, 
but would not dilate by natural forces. From this stretch- 
ing a slight tear resulted. This patient had a stormy 
recovery following a severe post-partum hemorrhage and 
uterine packing was resorted to. The third day the pa- 
tient developed a temperature of 104, that lasted several 
days. Two blood transfusions were given and the patient 
recovered. 

By Electro-Cautery—The second case brings out the 
accidents and complications of electro-cautery. A young 
girl, aged 21, came to me with a gonorrheal infection of 
about a year’s duration. She had gone to several clinics, 
with no results. After a month of treatment, she devel- 
oped an acute involvement of the adnexa and was hos- 
pitalized. After the attack subsided, local treatment 
combined with diathermy treatment for a period of four 
months failed to clear up the infection. May 12, 1932, 
the patient was brought to the hospital and Paquelin’s 
cautery applied. After the reaction subsided the secretion 
kept up in spite of the local treatment. Sept. 15 of the 
same year, the patient was again brought to the hospital 
and another cauterization performed, much more radical 
than the first. Besides the longitudinal strokes from the 
internal os outward, the flat blade was applied to several 
portions of the cervix. The patient was instructed to 
notify me at the first sign of severe hemorrhage. Twelve 
days later I was called at midnight and told that she was 
hemorrhaging. On reaching her home I found that she 
had lost considerable blood. I performed a gentle packing 
and rushed her to my office. Upon examination there was 
a good sized blood vessel spurting blood emerging from 
the right side of the cervix. The cervix was caught in the 
tenaculum and the bleeding was controlled. During the 
healing process the patient reported at my office three 
times a week and a large sized probe was passed into the 
canal. In spite of this however, cervical contraction went 
on until there was practically no opening to be seen. Fol- 
lowing her first menstrual period she suffered from se- 
vere dysmenorrhea for the first time in her life. During 
the time she was expecting her second period, she was 
seized with cramps and backache about eight o'clock in 
the evening. She continued in extreme distress until the 
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next day at noon, when she reported at my office. All this 
time there was no sign of blood. On examination I found 
a thin membrane closing the cervical canal. This was in- 
cised and about 30 cc. of blood passed out. Following 
the passage of a small probe, the patient has not suffered 
since. 

SUMMARY 

1, Treatment of endocervicitis by thermo- 
cauterization or electro-coagulation is the 
method of choice. 

2. Surgery should only be done after either 
one of these methods have been tried. 

3. Prophylaxis after parturition and repair 
of cervical tears will help to reduce materially 
these infections and prevent more serious trou- 
ble. The treatment and cure of endocervicitis 
often means the prevention of cancer. 

4. Reduced physical resistance predisposes 
to these infections. Indiscriminate douching 
and careless vaginal examination often intro- 
duce them. 

5. Complications following thermo-cauteri- 
zation and electro-eoagulation are possible and 
due caution should be used in patients before 
the menopause. 

55 E. Washington Street. 





THE ATTITUDE OF THE AMERICAN 
MEDICAL ASSOCIATION TOWARD 
SOCIALISM, INDUSTRIALISM AND 
INSURANCE COMMERCIALISM 
IN MEDICINE 
SEALE Harris, M. D., 

Professor Emeritus of Medicine, University of Alabama 
BIRMINGHAM, ALABAMA 
A stunning blow to the art and science of 
medicine and to efficient medical service for the 
public was struck by the highly publicized re- 
port of the majority of the Committee on the 
Cost of Medical Care when they recommended 
‘a basic change in the system of providing 
medical care for the people of the United 
States.’? Their plan consists in the organization 
of groups of physicians, dentists, nurses and 
pharmacists to provide community medical 
centers, to charge ‘‘from $20.00 to $40.00 per 
capita per annum, which equals 40 to 50 per 
cent, per week’’ for medical and surgical serv- 
ice, ‘‘These centers’’ the report said, ‘‘ would 
provide complete medical services for weekly 
or monthly fees, with when necessary, some 
supplementary support from tax funds. Pro- 
fessional procedures would be under the control 
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of the physician, dentists, and other practition- 
ers, and financial responsibility would rest with 
a board representing the public.’’ 

The majority report further recommends that 
“‘the cost for community health service be 
placed on a group payment basis through the 
use of insurance, through the use of taxation 
or through the use of both of these methods.’’ 
In other words the majority report recom- 
mends that the practice of medicine should be 
controlled by insurance companies and _ poli- 
ticians; and that doctors be employed for 
wages, or meagre salaries, just as insurance 
agents and wardens of penitentiaries are 
hired; and if per chance the doctor displeases 
a voter, or does not keep expenses down for the 
insurance company, he may be fired, and a 
better politician or a cheaper doctor put in his _ 
place. Then he would be left without the op- 
portunity to earn a support for himself and 
family by his profession. 

No doubt Chairman Wilbur, the practicing 
physicians, public health officials, sociologists, 
economists and other laymen, who signed the 
majority report are sincere in their opinion 
that socialized medicine is not only inevitable 
but best; and that the ‘‘wheels of progress will 
grind on’’ regardless as to whether or not they 
crush the initiative and independence out of 
the medical profession. The idea of cheap 
medical service in this period of depression, 
appeals to laymen who are not familiar with 
medical procedure, and therefore, do not know 
when they are receiving the best medical at- 
tention. The dissatisfaction on the part of 
the public with our present system of medical 
practice is not so much the fault of physicians 
as it is that when a man on small salary, or a 
member of his family, is ill, he demands a 
choice hospital room, special nurses and other 
hospital luxuries when he may not be able to 
pay for more than the necessities demanded in 
giving him all the medical service required 
in his ease. 

It is but fair to say that there are many 
admirable suggestions in the majority report 
that should be considered, and some of them 
should be adopted by the medical profession, 
particularly those relating to the prevention of 
disease; but the quasi state medicine recom- 
mended will not be taken seriously by en- 
lightened physicians who are informed of the 
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low standards of practice by the medical pro- 

fession, and the dissatisfaction of the supposed 

beneficiaries of governmental medical control 

as it exists in England, Germany, Austria and 

Russia. 

The Minority Report of the Committee on the 
Costs of Medical Care 

Fortunately for safeguarding the public 
from the most inefficient form of medical prac- 
tice, and for the maintenance of the lofty 
ideals and high standards of practice by the 
medical profession, a minority of the Com- 
mittee on the Costs of Medical Care had the 
wisdom and the courage to submit a report 
signed by nine physicians, and submitted by 
an eminent practitioner of medicine, Dr. Na- 
than B. Van Etten of New York. The minority 
report made seven recommendations, one of 
which in the following sentence effectively dis- 
poses of the majority report: ‘‘That the cor- 
porate (i.e. community center or other organ- 
ized) practice of medicine be vigorously and 
persistently opposed as wasteful, inimical to 
high quality, or productive of unfair exploita- 
tion, of the medical profession.’’ 

It also is fortunate for a gullible public, and 
for the thinking and far sighted members of 
the medical profession, as well as for the doc- 
tors who see only the advantage of a regular 
monthly income however small it may be, that 
the officials of the American Medical Associa- 
tion will unanimously support the minority 
report which stands for individualism in medi- 
cine, and unqualifiedly oppose the plan of the 
majority which would destroy medical inde- 
pendence. Every American physician should 
read the editorials and comments on the Com- 
mittee’s report in the December third and 
December tenth numbers of the Journal of the 
American Medical Association, as he should 
also read the complete majority and minority 
reports of the Committee on the Costs of Medi- 
cal Care; and resolve to do his full share in 
giving the public the best possible medical serv- 
ice, making his fees commensurate with the 
service rendered and the ability of the patient 
to pay, and at the same time make his influ- 
ence felt in his county, state and national 
medical organizations for strengthening and 
enforcing medical ordinances which oppose un- 
fais competition and low standards of medical 
practice. 
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It is hoped that the American Medical Asso. 
ciation at the Milwaukee meeting will outlaw 
the kind of practice recommended by the ma- 
jority report, while at the same time giving 
assurance to the public that the progressive 
medical profession of the United States will 
see to it that adequate medical care will be 
given to all classes; the indigent, with the 
charity that the medical profession has al- 
ways gladly and freely given to the poor; 
those of moderate means, who should not be 
required to pay more than they can afford for 
the care of their loved one when sick; and 
the rich, who ean pay and should be charged 
reasonable fees for medical care. 

The A. M. A. Symposium on Contract 
Practice 

The Annual Conference of Secretaries of 
Constituent State Medical Associations of the 
American Medical Association held in Chicago, 
November 18-19, of last year was devoted to 
the discussion of contract practice. The com- 
plete report of the meeting as published in 
the December Bulletin, the Official Journal of 
the House of Delegates of the American Medi- 
eal Association, makes very interesting read- 
ing, particularly since those who participated 
in the meeting seem to express the attitude 
of the American Medical Association towards 
contract practice. Dr. William Allen Pusey, a 
former president of the American Medical 
Association, in discussing ‘‘The Principles and 
Policies of the Medical Profession in Its Public 
Relations’’ said of ‘‘corporate practice’’: 

‘‘Corporate practice controlled by lay busi- 
ness has in exaggerated form the disadvantages 
of group practice. It has other disadvantages 
of an entirely different sort and of much 
greater importance. These grave disadvan- 
tages have to do with the fact that they pre- 
vent the free choice of physicians, interfere 
with unrestrained relation between physician 
and patient, and make the physician an em- 
ployee, subject to the influence, and often the 
control, of those above him who employ him. 
Corporate practice can be justified only under 
conditions where expedients must be accepted, 
even though in conflict with sound principles. 
Some situations of this sort are as follows: 
Where an individual or a corporation is legally 
or otherwise responsible for the present or the 
future physical condition of the patients; 
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where without the furnishing of the physician 
by a corporation medical service would not be 
available to a group or a community.’’ 

Dr. G. E. Follansbee, Chairman of the 
Judicial Council of the American Medical Asso- 
ciation, in a paper entitled ‘‘Contract Prac- 
tiee—The Octopus in Medicine,’’ was emphatic 
in expressing his disapproval of contract prac- 
tice. He said: 

‘‘A little thought will convince one that 
should contract practice become the accepted 
method of furnishing medical care in those 
communities suitable to its development, other 
disastrous effects on the practice and the pro- 
fession of medicine will occur. Competition on 
an economic basis will gradually lower the in- 
come of the profession until worry over 
finances will take the place of recreation, 
study and scientific progress. His enthusiasm 
lost, the doctor will degenerate into a pill 
peddler. The idealism of the profession of 


medicine will fade away, for the character of 
the profession at large is but the sum of the 
characters of the individuals practicing it. 
The door will be closed to the beginner in 
medicine except as vacancies occur in the 


groups holding contracts, when room may pos- 
sibly be found at the bottom of the salary 
schedule. Advancement, financial or profes- 
sional, will be slow, for competition compels re- 
strictions on expenses, and vacancies ahead of 
the beginner will be few because the loss of 
opportunity for individual competition will 
bind each employee tightly to the job he holds. 
The profession of medicine will then lose its 
attractiveness to high grade men, and the oc- 
topus, contract practice, will have wrapped 
its strangling arms about medicine, the great- 
est of all professions.’’ 

‘Advocates of the contract system see only 
the apparent benefit to people in a lowering of 
cost because of concentration of practice into 
groups which can handle a large volume. 
Some are blind to the ultimate result. Some 
are not blind but see that such abuses will 
arise under this system as will force medical 
care into a function of the state in order to 
control the quality of service. To such advo- 
cates of contract practice it is only a speedy 
and easy step to their ultimate objective of 
medical practice by the state or under its 
auspices, ’’ 
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Dr. R. G. Leland, who recently contributed a 
series of articles on ‘‘New Forms of Medical 
Practice’ to the Journal of the American 
Medical Association, in an article on ‘‘Some 
Dangers of Contract Practice,’’ said: 

‘*Whereas early contract practice was, for 
the most part, conducted in places remote from 
populous centers with easily accessible medical 
facilities, the present contract practice schemes 
thrive largely in the urban centers where 
there is no dearth of other means of providing 
medical cares. Formerly, most contract prac- 
tice was legitimate and designed to meet a 
humanitarian necessity for which provision 
could not be made otherwise. Lacking the same 
motive for contract practice when carried into 
the midst of communities with sufficient medi- 
cal facilities, the promoters have today, with 
few exceptions, embraced commercial motives 
as their chief defense for the system.”’ 

‘‘These newer types of medical practice not 
only limit free choice of physicians but also 
create groups, cliques and dangerous dissen- 
sions within medical organizations. Contract 
bargaining, solicitation, misrepresentation and 
underbidding have resulted in unfair competi- 
tion among physicians in some sections. More- 
over, some of these schemes have been organized 
and are being operated in direct opposition to, 
and defiance of, the established principles of 
ethics of the American Medical Association.’’ 

‘*During the periods of economic stress when 
their incomes are greatly reduced, many phy- 
sicians grasp at straws for financial assistance. 
These physicians may adopt contract practice, 
believing that these schemes offer them a way 
out of financial troubles. In some sections of 
the United States, these schemes, developed 
along commercial lines, have set up a system 
of competitive commercialism which makes it 
almost: impossible for the private individual 
practitioner and the recent graduate to make 
a living.’’ 

Dr. D. A. MacGregor, in discussing ‘‘Con- 
tract Practice in West Virginia’”’ listed the 
“good features’’ and ‘‘evil features’’ of con- 
tract practice in his state. The following are 
some of his conclusions: 

1. ‘‘The welfare of the sick is the prime 
consideration in any commendable form of 
medical practice.’ 

2. ‘‘In so far as is practicable, the patient 
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should have freedom of choice in the selection 
of his physician and hospital.’’ 

3. ‘The quality of medical service should 
not be jeopardized by either inadequate com- 
pensation or an excessive number of patients.’’ 

4. ‘‘Solicitation of patients is reprehensible. 
It is undignified. It places the practice of 
medicine on a commercial rather than an 
ethical basis. It introduces a form of unfair 
competition between physicians,”’ 

The discussion of the papers by Drs. Pusey, 
Kollansbee, Leland and MacGregor is most en- 
lightening and was participated in by Dr. F. 
C. Warnshuis, Chairman of the House of Dele- 
gates of the American Medical Association ; 
Dr. W. C. Woodward, Director of the Bureau 
of Legal Medicine and Legislation; Dr, Morris 
Fishbein, Editor of the Journal of the Ameri- 
can Medical Association, Dr. Olin West, Secre- 
tary-Manager, and Dr. E. H. Cary, President 
of the American Medical Association; and a 
number of secretaries of various state medical 


Associations. 
Commercialized Health Insurance 
There have been many rumors that insur- 


ance companies expect to send their ‘‘high 


powered’’ agents out to sell health insurance, 
which provides medical care to their policy 
holders by physicians whom they will employ 
in each town and eity in the country, and in 
hospitals which the insurance companies desig- 
nate, or will own. The diseussions by Dr. 
Woodward and Dr, West probably express the 
attitude of the medical profession generally 
toward this form of medical practice, Dr. 
Woodward said: — 

“If the representative of any insurance com- 
pany says that it is waiting on the American 
Medical Association or for any other body to 
propose a plan for health insurance, he is talk- 
ing nonsense. If he means that it is waiting for 
the American Medical Association or for some 
other body to suggest some plan whereby the 
imsurance company will furnish directly to 
its policy holders medical service, nursing and 
hospital service, all well and good. I can be- 
lieve that that idea may be in the mind of some 
such company. But there is no reason today 
why an insurance company should not engage 
in the business of health insurance, exactly as 


it engages in the business of life insurance, 


provided its charter permits—and_ probably 
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the charters of most life insurance compa. 
nies do permit. By that I mean that there js 
no reason why an insurance company whose 
charter permits it to write health insurance 
should not regularly collect premiums, and 
when a person is sick pay cash to the bene- 
ficiary to enable that beneficiary to pay his 
hospital and other bills. Many of them are 
doing that now. They are not waiting on the 
American Medica) Association for anything, 
unless it is for the sanctioning of some plan 
whereby the company will employ its own phy- 
sicians and its own nurses and establish its 
own hospitals, and give medical nursing and 
hospital service direct to the beneficiaries of 
its policies. That, of course, is not necessarily 
or ordinarily a part of health insurance.’’ 

The courageous attitude of Dr. Olin West 
regarding the practice of medicine by insur. 
ance companies is expressed in one paragraph 
of his diseussion. He said: 

‘‘Something has been said about insurance 
companies and how we ought to ‘contact’ the 
insurance companies. We are perfectly will- 
ing to ‘contact’ them; we have ‘contacted’ 
them, But in most instances the ‘contacts’ 
have ended, for the time being at least, when it 
has developed that the medical service to be 
delivered under their policies is to be alto- 
gether subject to the choice and direction of 
the companies. There are few exceptions to 
this rule. In so far as I am concerned, I am 
not willing, with the interest of the public in 
mind and with the interest of scientific medi- 
cine in mind, to turn over the practice of medi- 
eine to an insurance company or to any other 
corporation. I am not willing to turn it over 
to anybody except the medical profession, and 
unless the mandate comes from the organized 
medical profession, when it has been convinced 
that socialization is best, I will oppose any 
movement designed to socialize medicine and 
to subject the practice of medicine to political 
domination.’’ 

If the organized medical profession of the 
United States has the vision and the courage to 
face the insurance proposition squarely before 
too many of its members have contracted with 
insurance companies to provide medical care 
for their policy holders, it will be saved from 
vassalage to commercial institutions. If we sit 
down and wait for the ‘other fellow” to do 
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something about it health insurance which will 
pauperize a large proportion of the doctors in 
every community in the nation, will become so 
established that it will not be possible to break 
its strangle hold on the public; and sooner or 
later the states, or the national government, 
will take over health insurance as Germany, 


Austria, Russia and England have done. ‘‘An 


ounce of prevention is worth a pound of cure”’ 
in dealing with the sinister influences both in- 
side and outside the medical profession. 

Health insurance is highly desirable when 
it pays the policy holder a stipulated amount 
of money each week during illness or disability 
from accidents, thus allowing the individual 
ta select his physician and his hospital; but 
the health insurance which intends for its 
beneficiaries to receive medical attention by 
company physicians, in subsidized hospitals, 
is a menace to the publie, because it will pro- 
vide inefficient medical service, and it en- 
dangers medical initative and medical independ- 
ence because by that plan doctors will become 
merely hired men of the insurance companies. 

Every county medical society, every state 
medical association and the American Medical 
Association, during the year 1933, at the 
earliest possible meeting, should adopt ordi- 
nances, or by-laws to their constitutions, out- 
lawing the practice of medicine by insurance 
companies. If prompt action is taken the in- 
surance companies will abandon their plans to 
employ doctors to eare for the sick among their 
policy holders, 

There can be no objection to casualty or 
other insurance companies employing their 
own physicians to provide surgical attention to 
employees of corporations in ease of accident, 
or other injuries, for which corporations are 
liable under the compensation acts of various 
States; and certainly insurance companies have 
the right to employ physicians to examine 
their policy holders, in case of illness in order 
to prevent being imposed upon by the policy 
holders, but the employment of a physician, 
or a group of physicians, by insurance com- 
panies to practice medicine for them is most 
reprehensible and should not be permitted. 

The Texas Plan for Control of Contract 

Practice 
The contract practice problem has been dis- 


posed of very satisfactorily in Texas; and the 
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Dallas plan, if adopted in every city and state 
in the Nation, would eradicate the evils of in- 
dustrial medicine. A number of Dallas physi- 
cians had contracts for the medica) care of the 
employees of several corporations. Eighteen 
Dallas physicians were suspended from mem- 
bership in the Dallas Medical Society for par- 
ticipating in those contracts. They appealed 
to the State Medical Association, which up- 
held the ban on contract practice by the Dallas 
Society. The physicians having contracts then 
appealed to the American Medical Association 
which sustained the action of the Dallas 
County Medical Society and the Texas State 
Medical Association; whereupon the eighteen 
physicians gave up their contracts, and cor- 
poration practice except for emergency sur- 
gery and in lumber camps and mining camps 
has been eliminated from Texas. The following 
amendment to the by-laws of the Dallas 
County Medical Society, was upheld by the 
Texas State Medieal Association and by the 
Judicial Council of the American Medical 
Association : 

‘‘No member or combination of members 
shall either directly or indirectly enter into 
contracts or agreements to render professional 
service under the system known as Contract 
Practice except in situations wherein the 
needed medical and surgical services cannot 
otherwise be obtained. (As, for instance, rail- 
road surgeons, physicians or mining camps, 
lumber camps, instances to meet necessities of 
patients to be served).”’ 

‘““Any member or members entering into 
contract with individuals, corporations or 
other concerns to provide medical and surgical 
services for groups of individuals, or individual 
groups, to cover a period of time, for stipulated 
remuneration shall be in violation of this regu- 
lation and subject to the penalty otherwise 
provided for unethical conduct.’’ 

Most of the physicians with whom I have 
discussed the subject, while they disapprove 
of the majority plan, say that ‘‘the insurance 
companies, or the state, or both will take over 
the practice of medicine and there is nothing 
that we ean do about it.’’ Fortunately those 
in authority in the American Medica) Associa- 
tion do not take that attitude, and individual- 
ism in medicine will not be sacrificed on the 
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altars of the ignorance of socialism or the 
greed of industrialism and insurance commer- 
cialism, 





MOUTH INFECTION, ITS SYSTEMIC 
RELATION AND DIAGNOSIS* 
Ear.e H. Tuomas, M. D., D.D.S., LL.B., 
F.A.C.D. 

CHICAGO 

It is a great honor to address this joint meet- 
ing of the McLean County Medical Society and 
the McLean County Dental Society. I compli- 
ment you on your progressiveness in holding 
this joint meeting. Dentistry, as it is practiced 
by the enlightened members of the dental pro- 
fession, plays a significant role in health service. 
The physician who obtains the efficient coopera- 
tion of the dentist will be able to render an 
added service to his patients, both from the 
standpoint of prevention as well as treatment. 
The dentist in his recognition of the fact that 
the mouth is part of the human body is realiz- 
ing more and more that many mouth conditions 
may have as an underlying cause some constitu- 
tional disorder which requires the active co- 
operation of the physician. A joint meeting, 
of this kind, therefore, with its social contacts in 
addition to its professional discussion of mu- 
tual problems, plays no small part in furthering 
that cooperation which has for its basis the most 
efficient possible service to the patient. 

In a previous paper read in 1917, I discussed 
more than sixty general conditions that mani- 
fest themselves in various types of inflammation 
in the mouth.t. These systemic involvements 
were classified under. acute infectious diseases, 
blood dyserasias, kidney diseases, diseases of the 
nervous system, the ductless glands, the diges- 
tive system, diseases peculiar to women, drug 
and metal poisoning, general infectious diseases, 
and miscellaneous diseases and conditions. 

With our present knowledge, I have no doubt 
that the number of these related conditions 
could at least be doubled. Manifestations in the 
mouth may be the first, or at least, one of the 
early signs of systemic disease elsewhere. In 
some systemic diseases a diagnosis may be made 
on the appearance of the mouth alone. 

*Read at a joint meeting of the McLean County Medical 
Society and the McLean County Dental Society, February 13, 
19:3. 


1. Thomas, E. H.: Is the Cause of so-called Pyorrhea 
Alveolaris Constitutional? Dental Review, Mar. 1917. 
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In this paper I will limit myself to a discus- 
sion of the common mouth infections that can 
be a factor in the incidence of the so-called ‘‘ fo. 
eal infection’’ diseases. In connection with the 
lantern slides however, I will mention some of 
the most important phases of several other 
mouth conditions that are of interest to both the 
physician and the dentist. 

Focal Infection. Focal infection is not a fad, 
and it has not passed the way of the fads. It is 
still the most important problem before the 
dental profession. Furthermore, the competent 
and thinking dentists are not becoming more 
radical in regard to the removal of mouth foci, 
neither are they becoming more conservative. 
The pendulum with them is not swinging first 
this way and then that. They have been follow- 
ing fairly closely the same procedures in this 
regard for at least fifteen years. This is true 
particularly of the competent oral surgeon. 

Oral surgery is a specialty which stands mid- 
way between medicine and dentistry. The oral 
surgeon in addition to his D.D.S. degree has 
either an M.D. degree, or has pursued post- 
graduate studies covering fields of medicine 
that might have relation to conditions that 
present themselves in the mouth. In addition to 
this basic study he has usually obtained clinical 
experience in this field before holding himself 
out to the public as a specialist in oral surgery. 

In the practice of his specialty the oral sur- 
geon usually has close contact with both the 
physician and the dentist. Some patients may 
come to him directly but the larger proportion 
is referred to him by members of the medical 
and dental professions. A high percentage of 
these patients is sent for his cooperation in the 
elimination of infection that may have a rela- 
tion to the so-called ‘‘focal infection’’ diseases. 
Through the search for mouth infection in these 
patients he becomes trained in the details of 
diagnosis, and because he is daily examining 
many radiographs of oral conditions and after- 
ward operating and seeing the actual conditions 
present, he develops the ability to recognize the 
finer points in radiographic interpretation. 

The oral surgeon through experience ap- 
preciates the relative importance of various in- 
fections of the-mouth. He also realizes that con- 
ditions that in one patient may have little sig- 
nificance, in another patient, or in the same 
patient at another time, may be serious. Varia- 
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tions in immunity and susceptibility in the 
patient, and in virulence of the organisms, ac- 
counts for this. Thus the oral surgeon routinely 
experiences the satisfaction of relieving many 
patients of systemic conditions of the focal in- 
fection type. 

Many members of the dental profession are 
vacillating in their opinions as to what consti- 
tutes focal infection in the mouth and how it 
should properly be handled. A great deal of 
this vacillation may be attributed to the fact 
that these members follow the voluminous pub- 
lished literature on this subject, perusal of 
which leads one to believe that the literary abili- 
ties of many of the contributors often exceed 
their scientific attainments. We find many den- 
tists following the advice in such articles and 
allowing the most manifestly infected teeth to 
remain in the mouths of their patients, with the 
excuse that masticatory efficiency must be main- 
tained, even though in practically all cases sat- 
isfactory replacement of teeth can be accom- 
plished by a competent dentist. 

In discussions questioning the importance of 
focal infection, we find mentioned the fact that 
a tooth was removed but the systemic disease 
did not disappear. No inference should be made 
unless all infection in the mouth is removed as 
well as all sources of infection elsewhere in the 
body. 

In going over our records of consultation cases 
we find mouth infection in roughly 95%. Many 
of these patients have had their mouths sup- 
posedly put in condition, possibly one or two or 
three months previous to the consultation. This 
was done because they were suffering from some 
disease condition thought to be due to focal in- 
fection. In the face of the above situation it is 
amusing to read in the physical findings of cases 
reported, in medical literature such a large pro- 
portion in which the statement is made ‘‘mouth 
and teeth negative.’’ 

If a so-called ‘‘foeal infection’’ disease does 
not get well after removing the focus, that fail- 
ure to improve is not proof that the focus was 
not the source of the primary infection. Take 
as an example a joint infection that resulted 
from infection about a tooth. The infection is 
now in the joint, and even if the tooth is re- 
moved nature may take a long time to overcome 
the joint infection, or may never be able to 
eliminate it. In many eases, however, nature 
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could overcome the joint infection if the con- 
tinuous supply of additional infection was 
stopped. In such cases, removal of the focus 
stops this ingress of further infection, and 
nature promptly, and often spectacularly, over- 
comes the infection present in the joint. 

One must also keep in mind that a constant 
flood of toxins from a focus over a long period 
of time ean result in such degenerative cellular 
changes elsewhere that the resulting symptoms 
would never disappear. It is now too late to 
prove a relation, just as it is impossible to prove 
that a patient, with all foci of infection elim- 
inated would have developed systemic disease if 
the foci had not been removed. 

We often hear patients remark that Mr. Blank 
is eighty years old and has carried several ab- 
scessed teeth in his mouth for the last thirty 
years and, therefore, such conditions are not 
serious. .This is poor logic, or no logic, when 
we appreciate the influence and variations of 
immunity and virulence. For every one person 
carrying abscessed teeth for thirty years with 
no apparent ill effects, how many, how many 
hundred, are in their graves from allowing such 
a condition to continue. 

Statements have been made that improve- 
ments in systemic conditions following the re- 
moval of teeth are the result of coincidence or 
are a cycle in the natural fluctuating course of 
the disease. It is recognized that such factors 
must be given consideration. Take, however, 
the case of a patient who has been treated for 
some disease condition which does not respond 
to the usual appropriate medical treatment, even 
after all supposed foci have been eliminated, 
including two or three infected teeth. The pa- 
tient is given a thorough mouth examination, 
and all infection about the teeth is diagnosed 
and eliminated. He shows some improvement 
one or two days later and rapidly recovers from 
the systemic disease. When one sees daily in 
his practice such occurrences, as well as many 
others much more spectacular, one should not 
come to any other conclusion than that focal in- 
fection is a cause of many infective conditions 
elsewhere in the body and that diseased teeth 
are a frequent focus of infection. 

I call attention to the fact that I am not 
stressing tooth infection to the exclusion of 
tonsils, sinuses and other foci in the body. Ev- 
erything said in this paper in regard to foci 
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of infection includes all foci outside of the 
mouth. There are two things, however, I should 
mention that may influence tooth inzection to 
be a more frequent focus. One is that the total 
area of ulcerated surface around the teeth, in a 
fairly advanced pyorrhea condition, amounts to 
about six square inches. The other is that there 
is one hundred or more pounds pressure in 
the average human bite, and this is applied sev- 
eral hundred times a day. Realizing this, one 
should try to visualize a chronic infection, con- 
fined in bony walls, and a tooth root acting like 
a piston in a syringe, exerting against such an 
infected area, this frequency of high pressure. 

Another important thing should be stressed. 
A patient should never be told that a certain 
diseased tooth or other focus is the cause of his 
trouble, and that if he has it eliminated he will 
get well. Such statements are often the cause of 
serious misunderstandings in our relations with 
patients and in the relations between the two 
professions. The removal of one focus is just 
one link in the chain of treatment of a given 
condition. 

The negative pulpless tooth. Under this head- 
ing I refer to a pulpless tooth that in the radio- 
graph shows no evidence of change in the bone 
structure around its apex, and that clinically 
presents no abnormal symptoms. This is the 
type of tooth about which centers the greatest 
amount of argument and discussion. 

Various investigators have found that only a 
small percentage of negative pulpless teeth is 
free from the presence of bacteria. One would 
expect that those harboring bacteria would 
cause some change in the apical tissues before 
they would become sources of infection, and in 
general this is the sequence. Such is not, how- 
ever, always the case and it is a common occur- 
rence to have a serious systemic infection 
promptly disappear after the removal of one 
negative pulpless tooth. Furthermore, there may 
be slight apical bone change without such change 
being apparent in the radiograph. This situa- 
tion arises because of the angle at which the 
x-ray is directed and is found most frequently in 
connection with upper teeth. In such eases the 
shadow that appears on the film as the apex of 
the tooth is not the apex at all, but is the side 
of the end of the root. 

‘There is no diagnostic means at our disposal 
which will enable us to determine whether any 
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one such pulpless tooth, with negative findings 
is or is not a menace to health and life. The 
radiograph does not reveal the virulence of in- 
fection and a negative pulpless tooth may be a 
more dangerous focus of infection than an 
adjoining pulpless tooth which is involved by a 
large area of bone destruction. 

Therefore, in the case of systemic infection 
that does not respond to appropriate medical 
treatment after all other foci of infection are 
removed, we advise the removal of the so-called 
negative pulpless teeth. In this connection we 
must realize that health and life are more im- 
portant than all the teeth in the mouth. 

In the case of a patient apparently in normal 
health, we are abusing his trust in us if we do 
not inform him of the potential possibilities of 
such a tooth. 

From the standpoint of prevention of future 
trouble we prefer that such teeth be eliminated 
from the mouth. If they are retained it must 
be at the patient’s risk and with his full knowl- 
edge of the possibilities. 

A Thorough Mouth Examination. The fol- 
lowing is the usual procedure in making a 
thorough mouth examination from a focal in- 
fection standpoint. Small film radiographs are 
made of all areas of the jaws where teeth have 
been removed as well as where teeth are present, 
and a sufficient number of radiographs are taken 
to include every area from at least two different 
angles. This procedure is necessary in any com- 
plete search for focal infection even if the pa- 
tient is edentulous and has been wearing full 
dentures for several years. These radiographs 
are examined very closely and if there appear 
any areas in which there is a suspicion of ab- 
normal changes in bone structure that are not 
clearly and definitely shown, additional radio- 
graphs are made from a sufficient number of 
different angles to obtain as complete a visuali- 
zation as possible. 

This may result in the shadows of the teeth 
being distorted in some radiographs, the apices 
of roots not appearing in others at all, the 
crowns of teeth not included in some, etc., but 
this does not matter because radiographs should 
be made to give us information, not to result in 
pretty pictures. The whole lower border of the 
body of mandible can be shown on small mouth 
films more clearly than on extra-oral plates but 
much possible information may be lost if the 
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shadow is distorted to include the crowns of the 
lower teeth. Extra-oral films are made of regions 
where suspicious areas cannot be included in 
small mouth films. 

The next procedure, after obtaining the neces- 
sary radiographs, is to thoroughly examine the 
teeth and their adjacent structures in conjunc- 
tion with the interpretation of the radiographs 
and a history of all previous symptoms and op- 
erative interference. A chart should be made 
of all abnormal findings. A fine exploring in- 
strument is passed under the gum tissues to ex- 
amine the depth of attachment of the perice- 
mental membrane around the entire circumfer- 
ence of every tooth and the extent of detach- 
ment is drawn on the chart. All missing teeth 
and all pulpless teeth are noted. All abnormal 
bone changes are recorded and whether or not 
such changes are due to infection. All teeth 
that are not definitely known to be pulpless are 
tested with an electric pulp tester and proof is 
obtained of their vitality. Deposits that irritate 
the gum tissues are noted as well as inflamma- 
tion due to sharp margins of fillings, ill-fitting 
bridge work, flat contact points, no contact 
points and cavities. Record is made of all im- 
pacted or supernumerary teeth and whether or 
not saliva has access to any portion of their 
crowns. All areas where teeth have been re- 
moved are thoroughly examined for broken off 
buried roots and for areas of retained infection. 
Abnormal occlusion is noted where it may be the 
cause of changes in the tissues surrounding the 
teeth. 

After obtaining a thorough examination as 
above the dentist should classify all disease con- 
ditions and other abnormal findings and send a 
report with recommendations to the physician. 
Such a report might be classified as follows: 

1, a. Pulpless teeth with abnormal bone 
changes around their apices or having 
clinical symptoms. 

b. Teeth affected by so-called pyorrhea to 
the extent that they cannot be made 
healthy by treatment, including third 
molars with deep pockets adjoining the 
cheek or throat. 

e. Broken off buried roots in edentulous 
areas, 

d. Impacted teeth where saliva has access 

to their crowns, and which cannot be 
moved into their normal position. 


EARLE H. 





THOMAS 551 


Recommendation—all above teeth should be 
removed. 

2. Infected cysts and areas of retained in- 
fection. 

Recommendation—such areas should be open- 
ed up and eliminated. 

3. Pulpless teeth that show no evidence of 
bone changes around their apices and which pre- 
sent no clinical symptoms of inflammation. 

Recommendation—No recommendation—just 
the statement that such teeth are not above sus- 
picion from a focal infection standpoint. 

4. Impacted and supernumerary teeth that 
do not communicate with the mouth and can- 
not be moved into their normal position. (It 
must be mentioned here that, excepting third 
molars, most impacted teeth in children can be 
moved into their normal position. ) 

Recommendation—such teeth are not infected 
but can have a serious effect on nerve structures 
and for many other reasons should be removed.’ 

5. a. Teeth affected by so-called pyorrhea but 

which can be treated and made healthy. 

b. Gum irritation from deposits. 

e. Gum irritation from sharp margin of 
fillings, ill-fitting bridgework, flat con- 
tact points, no contact points, and 
cavities. 

d. Gum irritation from malocclusion. 

Recommendation—the above conditions can 
be eliminated by efficient dental care. 

All of the above applies to deciduous teeth as 
well as to permanent teeth. No one knows what 
proportion of heart disease in children is caused 
by infected teeth, and that disease in children 
has assumed alarming proportions. Under such 
conditions, we should not temporize. 

How should the physician use such a report ? 
All of the recommendations excepting No. 3 (in 
regard to negative pulpless teeth) are definite 
and the physician should instruct the patient to 
follow the advice of the dentist, and have the 
mouth taken care of as per these definite recom- 
mendations. The physician should then com- 
municate with the dentist advising him of the 
patient’s general condition, and of the amount 
of surgical interference that can safely be pro- 
ceeded with at each appointment. The negative 
pulpless teeth should be handled according to 
the recommendations made previously in this 


paper. 


2. Thomas, E. H.: Oral Surgery Conditions of Interest to 
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How different is the above type of examina- 
tion and consultation from that often obtained 
by the physician. A certain proportion of the 
dental profession are still working on teeth, not 
on patients; in other words these dentists are 
not recognizing all of the disease conditions that 
are present in the mouths of their patients, and 
do not realize the danger to health of those 
diseases that are brought to their attention. 

Some of these dentists slide a mouth mirror 
over a few teeth, record the gaping cavities, tap 
a tooth here or there and ask if any of them 
hurt, this being their idea of a mouth examina- 
tion, even if the patient has been sent by the 
physician for a diagnosis of the condition of the 
teeth and mouth in regard to focal infection. 

Other dentists are more advanced profes- 
sionally—they refer the patient to an x-ray lab- 
oratory, have some pretty pictures taken, re- 
ceive a detailed ‘‘diagnosis’’ from the x-ray 
laboratory, of course, made without a mouth 
examination, and this so-called ‘‘diagnosis’’ is 
relied upon as final. 

It is gratifying to know that only a small pro- 
portion of the dental profession includes the 
type of dentists just mentioned. The physician 
receives from such men a report that the mouth 
is ‘‘O. K.’’ or that one or two teeth, those that 
are hurting the patient, should be removed. The 
physician accepts this diagnosis, has these teeth 
removed and the patient does not improve un- 
der usual treatment. Finally the physician be- 
comes suspicious and refers the patient to a den- 
tist who makes a thorough examination and 
finds additional infection. This is eliminated 
and the patient makes a rapid recovery. 

After several similar experiences what won- 
der is it that many physicians lose faith in the 
majority of the dental profession, and what 
wonder is it that many of them order radio- 
graphs of their patient’s mouths, interpret them 
to the best of their ability, and attempt to de- 
cide for themselves which teeth should be re- 
moved. One ean hardly blame them, under the 
circumstances, but their method may result in 
just as much misleading information as that 
obtained from the type of dentist mentioned. 

Radiographic Intrepretation. Because many 
physicians are trying to interpret radiographs 
of the teeth and adjoining structures, a few 
conments on radiographic interpretation may 
be of interest. The importance of a complete 
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radiographic examination of all mouths must be 
stressed, and this must include all areas where 
teeth have been removed. A patient who has 
upper and lower dentures (plates) is often 
amused when a physician or dentist advises a 
radiographic examination of his mouth. When 
the cause of systemic infection is being sought 
it is Just as important to radiograph areas where 
teeth have been removed as the regions where 
teeth are present. Some statistics show that one 
third of all edentulous mouths contain root tips 
and infection, and that one fourth of all mouths 
where one or more teeth have been removed 
harbor disease in one or more of those areas. 
Where teeth are present and appear perfect, it 
is surprising the conditions that are often dem- 
onstrated by radiographic examination. 

It is important to realize that a radiographic 
interpretation is not a diagnosis, as no diagnosis 
can be made without a thorough mouth examina- 
tion and the use of a pulp tester. Consequently 
x-ray laboratory ‘‘diagnoses’’ that are made 
from the films alone at the end of the day and 
mailed to the unsuspecting physician or dentist 
are often worse than worthless. 

My attention is called to this subject quite 
frequently every day because of the number of 
radiographs, plus ‘‘diagnoses’’ from various 
sources, which pass through my hands. The 
‘‘diagnoses’’ usually pass through my hands 
much more rapidly than the radiographs, and 
many of them are either laughable or sad, de- 
pending on whether one is thinking of the so- 
called diagnostician or of the patient. If the 
radiographer desires to render more service 
than just making the radiographs, he might call 
attention to all abnormal changes demonstrated 
in the films. The cause of these changes, the 
diagnosis, must be made by the man who makes 
the mouth examination, which examination may 
reveal many disease conditions that cause no 
change in radiographic appearance. 

Another thing: The radiograph never lies. 
When it is thus accused, the doctor is reading 
into it something that ‘‘isn’t’’ or missing some- 
thing that ‘‘is.”’ 

There are many normal dark areas revealed 
in radiographs, and these must not be confused 
with evidence of pathologic change. Also some 
dark areas are abnormal but not pathologic. 
One thing must be stressed: Many films have 
inherent imperfections which may simulate 
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yarious abnormal conditions and may lead to 
unnecessary operations. 

Radiographs are shadow pictures of every- 
thing that is interposed between the x-ray ma- 
chine and the film. To be able to interpret radio- 
graphs properly, one must be able to visualize 
the various structures from the appearance of 
their shadows, and also to visualize their rela- 
tionship. A man skilled in interpretation can 
often visualize even the third dimension from 
the superimposed shadow relationship of the 
various structures, and his skill in so doing de- 
pends somewhat on his ability to recognize, from 
the shadows on the film, the angle of direction 
of the x-rays through the tissues. 

Innumerable illustrations might be given that 
would impress on the most skeptical the fallacy 
of attempting mouth diagnosis by means of the 
usual set of radiographs of the teeth without a 
history or mouth examination. I will enumerate 
onhy a few. 

A tooth, the root of which has been perforated 
on its labial or lingual surface may appear nor- 
mal in the radiograph. 

Porcelain fillings resemble cavities. 

A tooth may appear to have a large abscess 
at its apex and yet be vital and healthy, the ab- 
normal appearance being caused by malocclu- 
sion. 

A large cyst or infected area may appear to 
involve several teeth when only one is affected. 

Foreign bodies in the lips or other structures 
may appear to be imbedded in the maxillae or 
mandible. 

Postoperative appearances of the bone follow- 
ing the removal of cysts, impacted teeth, etc., 
resemble disease. 

Operative procedures which remove the peri- 
osteum result in healing with fibrous tissue which 
has an appearance in the radiograph similar to 
a disease area. 

Too much penetration or exposure of rays 
sometimes obliterates the internal cancellous 
tissue of the bone, giving the appearance of a 
large area of disease. 

The bueeal and lingual cortical plates of the 
mandible may be so thick and dense that path- 
ologie changes in the cancellous bone may fail 
to be differentiated. 

An impacted tooth may appear to have ab- 
sorbed part of the root of an adjoining tooth 
when there is no contact whatever, 
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An impacted tooth may appear to be in the 
jaw at a certain angle when it is actually at an 
entirely different angle. In fact, a tooth that is 
slightly impacted may be radiographed at such 
an angle as to appear in a horizontal position. 

Large infected cysts or growths may be in 
contact with the surface of the bone and the film 
show no radiographic bone changes. 

An appearance of extensive pyorrhea may be 
the result of marked gum inflammation from 
various causes, e.g., excessive mercury medica- 
tion. The calcium salts may be absorbed from 
the bone to a considerable extent but with no 
destruction whatever of the basic structure of 
the bone or the attachment of the pericemental 
membrane to the teeth. 

A tooth may have had the pulp die under a 
filling, become abscessed and have a chronic 
sinus discharging pus and yet appear normal in 
the radiograph. 

Two adjoining teeth may seem to be in per- 
fect contact when actually there is a space be- 
tween them. 

A filling may appear to have a perfect margin 
under the gum in the interproximal space and 
actually be overhanging a considerable amount 
with resulting gum infection. 

The root canal of a tooth may appear to be 
filled exactly to the apex and yet actually ex- 
tend some distance past the apex. 

One tooth may seem to have a much longer 
root than an adjoining tooth when they are in 
reality both the same length. 

The labial and lingual surfaces of the teeth 
and the tissues adjoining these surfaces do not 
show clearly, if at all, in the average radio- 
graph. 

Inflammation, unless it is accompanied by 
definite bone changes, gives no indication of its 
presence in the radiograph. 

Along the line of aids in diagnosis it must be 
pointed out that the extensively advertised 
mouth lamps do not, as their sponsors would 
have us believe, ‘‘immediately determine and 
diagnose practically every debatable condition 
that presents itself in routine practice.’’ A 
diagnosis of root-end infections determined in 
this manner does not check with the actual con- 
ditions present—but some of these lamps do 
give good light. 

In conclusion, I would advise that the dentist 
embrace every opportunity to obtain a greater 
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understanding of the relation of mouth infec- 
tion to systemic disease and that he develop his 
diagnostic abilities to the extent that he is able 
to recognize all infection in the mouth and be 
able to give to the physician the efficient cooper- 
ation to which he is entitled. 

I would suggest, also, that the physician in- 
sist on thorough mouth examinations of his pa- 
tients and on the elimination of all mouth in- 
fection in his systemic disease cases. From the 
standpoint of prevention such a procedure is 
advisable in all of his patients. If he follows 
these suggestions and carefully observes the re- 
sults, I feel that he will be encouraged to con- 
tinue this procedure. 


SUMMARY 


1. Joint medical and dental meetings are 
mutually advantageous. 

2. Oral surgery as a specialty stands mid- 
way between medicine and dentistry. 

3. Focal infection about the teeth is dis- 
cussed at length including vacillating opinions 
relating thereto. 

4. The problem of the negative pulpless 
tooth is discussed and recommendations made. 

5. An explanation is given of what consti- 
tutes a thorough mouth examination and how it 
should be reported to the physician. 

6. Illustrations are given to emphasize the 
fallacy of attempting to diagnose mouth condi- 
tions by means of radiographs alone. 

30 North Michigan Avenue 





FOREIGN BODY IN MEDIASTINUM: 
ESOPHAGOSCOPIC REMOVAL UNDER 
ROENTGENOSCOPIC GUIDANCE 


According to Herman J. Moersch and B. R. Kirklin, 
Rochester, Minn. (Journal A. M. A., Jan. 21, 1933), 
mediastinitis following perforation of the esophagus by 
a foreign body always constitutes a grave surgical prob- 
lem. Such a complication may be spontaneous or may 
occur from attempted removal or displacement. The 
proper procedure in dealing with such a problem is open 
to much speculation. The situation of the perforation, 
the degree and extent, whether the foreign body has 
partially or wholly entered the mediastinum, and its 
opacity are some of the factors that necessarily influence 
judgment as to treatment. The authors report a case 
which constitutes, they believe, a new endoscopic ex- 
perience in the treatment of a patient and in the removal 
of foreign body, which was lying entirely in the media- 
stinum and which was successfully removed under roent- 
genoscopic guidance, by means of endoscopy. 
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ABDOMINAL EMERGENCIES DEALING 
ESPECIALLY WITH ABDOMINAL 
INJURIES* 

Geo. G. Davis, M.D. 

CHICAGO 
Abdominal emergencies resulting from ex- 
ternal violence or the so-called ‘‘internal in- 
juries’’ are relatively frequent and may occur 
from a localized or a diffused violence, the re- 
sulting pathology depending upon the origin, 
extent, type and site of the impact. Like trau- 
mata of the contents of the skull or of the 
thorax, ‘‘internal injuries’? may or may not 
be associated with a wound leading to the sur- 
face. When an “‘internal injury”’ is not asso- 
ciated with an external wound the terms 
frequently used are ‘‘non-penetrating injuries 
to the abdomen,’’ ‘‘Subecutaneous abdominal 
injuries,’’ ‘‘Internal injuries without pene- 
trating wounds,’’ ete. When the ‘‘internal 


injury’’ is associated with a wound leading’ to 
the abdominal surface, that is with an external 
wound, the term ‘‘penetrating wound of the 
abdomen”’ is applied. This later type of wound 
is most frequently the result of gunshot or stab. 
In considering abdominal emergencies result- 


ing from abdominal injuries, this paper. will 
consider first ‘‘non-penetrating injuries,’’ sec- 
ond ‘‘ penetrating injuries and finally ‘‘injuries 
of the genito-urinary tract.”’ 
1. Non-Penetrating Injuries of the Abdomen 
In non-penetrating injuries every surgeon 
with extensive experience in traumatic sur- 
gery, realizes the great difficulty that exists 
in discriminating in the early stages between 
those cases of abdominal injuries which are 
trivial and those in which laceration in the 
intestine has occurred. In general as stated 
by Dickinson, if six hours after an abdominal 
injury there is abdominal pain accompanied 
by vomiting or a rising pulse or increasing 
rigidity, exploration is indicated. This is true 
but most surgeons will agree that this is rather 
late to wait as hemorrhage and _ peritonitis 
from intestinal spillage will have progressed 
to a point that makes the prognosis much less 
favorable. The difficulty in the diagnosis of 
the pathology in non-penetrating injuries is 
present in practically every case, especially in 


*Read at a meeting of the Chicago Medical Society, February 
1, 1933. 
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the early stage when surgery can be of greatest 
help. The surgeon is perplexed whether to 
operate or not. An extremely slight sign of 
injury to the abdominal wall may be present 
when there is severe intra-abdominal injury. 
Localized rigidity of the abdominal wall over 
the site of lesion is of great importance. And 
in ease of doubt one might well decide to oper- 
ate. 

Operation, however, should be deferred un- 
til the primary shock has subsided. There is 
always a widely divided opinion as to the ad- 
visability of an exploratory laparotomy. How- 
ever, aS pointed out by Just, since contusion 
injuries of the abdomen have been treated 
surgically, there has been an increase in the 
incidence of recovery. The mortality ranged 
from 60 to 70 per cent. in the period from 
1885 to 1890, decreased to 30 per cent. in the 
period from 1890 to 1900, and since then has 
remained at about 30 per cent. The decrease 
in the mortality has been due to improvement 
in the diagnosis and in recognition of the 
therapeutic indications, especially the correct 
time for operative interference. Keeping in 
mind that the points of least resistance, so far 
as the thickness of the abdominal wall is con- 
cerned, are the linea alba and the lineae semi- 
lunares. In the systematic examinations, at- 
tention should first be directed to the history. 
This is important because the mechanism of 
the injury is frequently pathognomiec. Cir- 
cumsecribed trauma, for instance, may cause 
subeutaneous rupture of the small intestine, 
whereas all injuries of the liver, spleen, pan- 
creas, and blood vessels are the result of a 
traumatizing, crushing type of force applied 
over a broad surface. A force applied over a 
small area commonly results in damage to the 
organ immediately beneath, while a diffuse 
blow or crushing injury will cause damage at 
the fixed points of organs, such as the mesen- 
tery or pedicles which are more distant. 

The mechanics of visceral injuries. The solid 
organs, such as the spleen, liver, pancreas, and 
kidney may be lacerated by a direct force or 
a transmitted force. As noted by Robertson 
the tough limiting membranous capsules of the 
liver and kidney have a certain elastic protec- 
tive action which renders these structures less 
susceptible to transmitted force than the spleen 
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which lacks such a protective membrane and 
hence more frequently suffers severe destruc- 
tion and fragmentation with comparatively 
slight force. 

Hollow viscera suffer bursting lacerations 
by the transformation of a blow into hydraulic 
force, which often is directed to a distended 
viscus as seen frequently in stomach and blad- 
der injuries. This hydraulic force stretching 
the retroperitoneal vessels results frequently 
in retroperitoneal hematomata. 

In considering the pathology which might 


result from the two types of force; one, ‘‘a 


pointed blow’’ and second, ‘‘a deep erush,”’ 
Robertson gives a tabulation of traumata pos- 
sibly following: 
A Pointed Blow to the Epigastrium: 
1. Contusion or laceration of the liver, 
2. Rupture or laceration of the gall-bladder, 
3. Rupture or contusion of the stomach, 
4. Extraperitoneal hematoma of anterior wall. 
A Deep Crush of the Epigastrium : 
. Rupture of the right lobe of the liver, 
. Complete separation of gallbladder. 
. Hematoma of omentum, 
. Contusion or rupture of pancreas, 
. Rupture or contusion of duodenum, 
Rupture or contusion of jejunum, 
Retroperitoneal hematoma of posterior wall, 
. Rupture or contusion of transverse colon, 
. Thrombosis of gastro-epiploic vessels, 
. Thrombosis of superior mesenteric vessels, 
. Laceration of mesentery. 
Pointed Blow to the Right Flank: 
1. Extraperitoneal hematoma of right wall, 
2. Contusion or laceration of right kidney, 
3. Rupture or laceration of gallbladder, 
4. Contusion of ascending colon. 
A Deep Crush of the Right Flank: 
1. Fracture of the right kidney, 
2. Complete separation of the gallbladder, 
3. Rupture of right lobe of the liver, 
4. Contusion or rupture of the ascending colon, 
5. Thrombosis of colic vessels. 
A Pointed Blow to the Left Flank: 
1. Extraperitoneal hematoma of the left wall, 
2. Contusion or laceration of left kidney, 
3. Contusion or laceration of spleen, 
4. Contusion of descending colon, 
5. Contusion or laceration of jejunum. 
A Deep Crush of the Left Flank: 
. Fracture of the left kidney, 
. Rupture of the spleen, 
. Contusion or laceration of descending colon, 
. Contusion or laceration of jejunum, 
. Contusion or laceration of ileum, 
. Thrombosis of inferior mesenteric vessels. 
A Pointed Blow to the Lower Abdomen : 
1. Extraperitoneal hematoma of the anterior wall, 
2. Contusion or laceration of ileum, 
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3. Contusion or rupture of the bladder, 
4. Hematoma or cord at external inguinal ring, 


5. Hematoma of omentum. 
A Deep Crush of the Lower Abdomen: 


1, Rupture of the bladder, 

2. Contusion or rupture of the ileum, 

3. Retroperitoneal hematoma of posterior wall, 
4. Thrombosis of inferior mesenteric vessels, 
5. Laceration of the mesentery. 


The diagnosis of subcutaneous injuries of 
the abdomen consists in the correct interpre- 
tation of signs of foreign material, either blood 
or intestinal contents in the free abdominal 
eavity. Pain and rigidity of the abdominal 
wall due to irritation of the parietal peritoneum 
by foreign material are outstanding findings. 
The demonstration of fluid in the flanks by 
percussion is significant but its absence is not 
to be considered as indication of no hemor- 
rhage as it is difficult to demonstrate small 
amounts, that is, anything less than one liter. 

The positive x-ray findings of perforation 
is pathognomonie and will be considered under 
gastro-intestinal injuries. 

The symptoms and signs of internal injuries 
have & similarity common to all, whether the 
internal lesion is of a parenchymatous organ 
or a hollow viseus. These symptoms and signs 
may be grouped as the result of two factors; 
one, those of shock and, secondly, those of 
hemorrhage and spillage of hollow yiscera, 
Shock is accompanied by pallor, sweating, rest- 
lessness, shallow respiration; thin, rapid regu- 
lar pulse, lowered blood pressure, nausea, 
vomiting and thirst. Hemorrhage and spillage 
of hollow viscera are associated with general 
abdominal pain, painful respiration, board- 
like rigidity of the abdomen, general abdomi- 
nal tenderness, more acute at site of injury and 
an increase in the white blood count, Peristal- 
sis may not be heard with the stethoscope and 
percussion may reveal generalized tympany 
and dullness in the flanks if hemorrhage is 
sufficient. 

In a squeeze of the chest the picture of an 
internal injury of the abdomen is often present 
for a few hours after the accident, The abdo- 
men presents a generalized rather than a local 
rigidity. The localized tenderness, however, 
is lacking and a careful history of the applica- 
tion of the force will help to clear the diagnosis. 

Injuries to the dorsal spinal cord and spinal 
column also are accompanied by abdominal 
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rigidity. The x-ray and neurological findings, 
the history of the mechanism of the force ap. 
plied and the clearing of abdominal symptoms 
after shock treatment are helpful in coming 
to the proper diagnosis. 


Special Organs. Injuries of the liver. There 
may be single or multiple lesions of the liver, 
Generally the capsule of the liver is lacerated. 
Yet subcapsular rupture may occur and ex. 
tensive central crushing of the liver paren- 
chyma may be found with tears of only slight 
extent. 

Operative treatment in liver wounds is 
rather limited in possibilities. If, on opening 
the abdomen, a clot is noted in a laceration 
of the liver, it is well to leave the clot undis- 
turbed. Active bleeding is best controlled by 
sutures and tamponade to care for the bile 
drainage. Blood free in the abdominal cavity 
is removed by suction and the wound closed 
without drainage if on opening the abdomen 
the laceration of the liver has ceased to flow. 
Tnaceessible tears on the upper and lower sur- 
faces of the liver posteriorly are encountered. 
Chiari has recommended suturing the liver 
edge to the parieta) costa) border in ruptures 
of the dome of the liver. At the time of opera- 
tion ruptures of the liver usually are not bleed- 
ing as pointed out by Hinton, 

Injuries of the spleen. The incidence of in- 
volvement of the spleen is about half that of 
involvement of the liver. Physiological 
spleenie enlargements and to a greater degree 
pathological enlargements increase the danger 
to the spleen in case of violence, especially in 
enlargement of the spleen by malaria. The di- 
agnosis of spleenice rupture is based on the signs 
of severe internal bleeding following trauma 
in the region of the spleen. Due to the nature 
of the anatomy of the spleen the tears are 
frequently transverse and multiple. Symptoms 
of rupture of spleen are those of any other 
intraperitoneal organ or of hemorrhage with 
shock, marked in the beginning but may be 
absent depending upon the amount of hemor- 
rhage. The abdominal pain, which is always 
present in the early stage, is on the left side of 
the abdomen and latter becomes more general. 
Vomiting usually occurs. Tenderness is present 
in the upper left quadrant. Dullness in the 
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has taken place, accompanied by pallor, rapid 
pulse, anxiety and leukocytosis. Splenectomy 
', the safest treatment as splenorrhaphy is 
ynsatisfactory and tamponade is dangerous 
on account of the secondary hemorrhage fol- 
owing sloughing. Tamponade may be sufficient 
in slight tears of the spleen. 

Injuries to the large blood vessels. Isolated 
lacerations of a large blood vessel may occur. 
The diagnosis can never be made with certainty 
as the hemorrhage is more apt to suggest bleed- 
ing from a parenchymatous organ than bleed- 
ing from an isolated blood vessel. 

Injuries of the pancreas. Isolated injuries 
of the pancreas are rare and the symptoms of 
other associated organs always predominate. 
The spleen and liver are the organs most fre- 
quently involved along with the pancreas, and a 
lesion af the pancreas is as a rule discovered only 
on exploration of the abdominal cavity. When 
the faceration of the pancreas presents smooth 
edges the pancreas and capsule may be sutured 
and a drain introdneed to the suture line. 


When the trauma is of a crushing nature tam- 


ponade and drainage alone may be resorted to. 
The operative mortality is high in these cases. 

Injuries of the gastro-intestinal tract. Be- 
cause of their frequency gastro-intestinal in- 
juries play an important role in subeutaneous 
abdominal injuries. The small intestines are 
most frequently injured, the large intestines 
next and the stomach least frequently. Rigid- 
ity of the abdominal wall, which is first local- 
ized and soon begins to spread, is always pres- 
ent. 

Injuries to the stomach. Rupture of the 
stomach is rather infrequent as compared with 
injuries of the other abdominal viscera. It is 
situated high in the left hypochondriae region 
and is thus afforded protection by the lower 
portion of the thoracic wall. When empty the 
stomach is less vulnerable than after a full meal 
or taking of liquids. The full stomach is us- 
lally the case when ruptured. 
blow type of force to the 
epigastrium is the cause of rupture of the 
Stomach, The kick of a horse is a frequent 
etiological history. A crushing force, or force 
applied over the entire abdomen, may result 
in diaphragmatic hernia, the. stomach being 


eViseerated through the diaphragm and taking 


A pointed 
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the spleenic flexure of the colon with it. Such 
a case came under the writer’s care in a coal 
miner who suffered an abdominal squeeze be- 
tween a coal car and a coal rib in the mine. 
Rupture of the stomach is accompanied by 
severe shock and symptoms of hemorrhage 
persist after the treatment of shock. Pain is 
located in the epigastrium, Vomiting is pres- 
ent in varying quantities according to the size 
of the tear, as a small perforation will be ac- 
companied by a larger amount of bloody vomi- 
tus and a large laceration will allow the 
vomitus and blood to escape into the free ab- 
dominal eavity. There is marked rigidity of 
the upper abdomen. The percussion note may 
be du)) in the flanks if sufficient hemorrhage. 
Tenderness is most marked in the epigastrium. 

Positive x-ray findings of gas bubbles is 
pathognomic, 

The small intestine is the most frequently 
injured of all the hollow viscera. The movabil- 
ity of the mesentery protects it somewhat 
against injury yet this same mesentery with its 
vaseular supply of the intestines is an addi- 
tional element of danger. The upper jejunum 
and the ileum are the parts most frequently 
involved. The differentia) diagnosis between 
laceration of the small gut and simple abdomi- 
nal wall contusion is exceedingly difficult, es- 
pecially in the early stage. The symptoms and 
signs of hemorrhage and spillage from the gut 
persisting after shock treatment determine the 
operative procedure. 

Isolated injuries of the mesentery oceur with 
lacerations producing hemorrhage sufficient to 
eause shock and the classical picture of the 
symptoms and signs of internal abdominal in- 
jury. 

Injuries of the colon; The colon is less fre- 
quently injured than the small intestines. 
Rupture of the colon may be into the free peri- 
toneal cavity or posteriorly to its fixed portions 
into the areolar tissue of the retro-peritoneal 
space. A classical type of colon injury is that 
of rupture of the colon by compressed air 
which is playfully introduced into the rectum 
via anus by a fellow workman. As a rule the 
patient or workman who receives the injury 
is in a bent over position when a playful fel- 
low workman not realizing the danger, places 
the nozzle of the compressed air tube to the 
patient’s anus. The history of the case along 
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with symptoms of shock and perforation make 
the diagnosis simple. E. Willis Andrews was 
of the early surgeons to report such eases. 
These accidents now are well known in indus- 
try and safety talks concerning this injury are 
and should be given to workmen handling 
compressed air. 

The x-ray diagnosis of gastro-intestinal per- 
foration is a most useful, positive and definite 
finding. Popper in 1915 noted fluoroseopically 
in perforated gastric ulcer a sickle-shaped zone 
of radiolucence between the diaphragm and 
the upper surface of the liver. Lenk, a mili- 
tary surgeon, in 1916 reported x-ray observa- 
tions in abdominal gunshot wounds and em- 
phasized the significance of intra-peritoneal 
free air in these injuries. Vaughan and Singer 
during the course of their study of acute ab- 
dominal conditions discovered several cases 
of pneumo-peritoneum following blunt trauma 
to the abdominal wall as well as in gunshot 
and stab wounds. Almost without exception 
every acute abdominal condition with a ‘‘free 
gas bubble’’ is a case of perforative peritonitis 
from rupture of a gas containing viscus. This 
sign is detected with the fluoroscope and need 
take no more time than five minutes. It is 
pathognomie along with the history of injury. 


Pathological abdominal organs may suffer 
greatly from slight injuries. The enlarged 
tense malarial spleen, the enormous liver of 
cirrhosis and the pyonephrotie and tubercu- 
lous kidney are easily ruptured. A slight jar- 
ring may cause perforation of a gastric or 
duodenal ulcer. Corvese reported two cases of 
rupture of peptic ulcer immediately following 
x-ray examination with an opaque meal. 
‘*When to operate’’ is the all important 
question in internal injuries of non-penetrat- 
ing force. It is generally recognized that in 
this type of injury operation should be pre- 
ceded by the treatment for shock. The demon- 
stration of gas in the free abdominal cavity is 
a definite sign of perforation and ealls for 
immediate operation. 

As pointed out by Lejars, there are two 
signs of particular importance to influence the 
surgeon’s decision for immediate interference. 
One is permanent and progressively increasing 
weakness and frequency of the pulse, usu- 
ally associated with subnormal temperature, 
marked pallor, a condition of nervous anxiety, 
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depression or restless excitability, the ordinapy 


consequences of acute anemia. The other jg 
progressive distention of the abdomen, eon. 
bined with tenderness and rigidity of the ab. 
dominal wall which hardens and ‘‘defends” 
itself on slightest touch. On no account should 
the surgeon wait until signs of infection haye 
developed. 

If, however, after shock treatment the pa- 
tient rallies well and quickly, if the character 
of the pulse and facial aspect become satisfac. 
tory, if there is no increase in the abdominal 
pain and no distention appears, if flatus and 
urine are passed and if the x-ray examination 
is negative for gas bubbles in free abdominal 
cavity, the surgeon might well hesitate to de. 
cide upon an operation. For abdominal contv- 
sion without serious viscerial lesion may occur 
and in general these are the only cases that do 
recover without operation. 

If after shock treatment and an hour or 
more has passed and the pulse remains feeble, 
rapid, the temperature subnormal, the extremi- 
ties and tongue cold, the patient is restless, 
anxious and his respiration labored, the ab- 
domen becoming rigid, and tender on slightest 
pressure, particularly so at the point of vio- 
lence, if there is iliac or flank dullness with 
resonance in hepatic region and neither urine 
nor flatus has been passed, with these findings 
the surgeon should operate at once and not 
wait for other symptoms. 

All perforating lesions of the hollow viscera, 
all. massive hemorrhages from lacerations of 


the liver and spleen and all ruptures of the | 


bladder and urethra should be operated on 
and the earlier the better. 

The prognosis in subeutaneous abdominal 
injuries depends upon the time the lesion is 
diagnosed and treated. In perforations of the 
gastro-intestinal tract, and in rupture of the 
bladder and urethra, the percentages of cures 
will be an indirect ratio to the number of hours 
elapsed between the accident and the opera- 
tion. The importance of not overlooking any 
lesion is often brought out at postmortem after 
operations. 

The treatment of shock is first combated by 
heat, morphine, Trendelenburg position, sub- 
cutaneous normal salt solution and_ blood 
transfusion. The systolic blood pressure may 
be a guide as to a safe time to start surgical 
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interference after shock treatment. When the 
systolic blood pressure has returned to between 
80 and 100, surgical treatment may be initi- 
ated. During this period clinical and labora- 
tory data may be obtained and preparation 
started in the operating room. During trans- 
portation to the hospital much can be ac- 
complished in- treatment by warmth and 
administration of morphine. 

2. PENETRATING WOUNDS OF THE ABDOMEN 

In civil life the most frequent causes of 
penetrating wounds of the abdomen are due 
to gun-shot and stab wounds. Gun-shot 
wounds causing more hemorrhage and more 
extensive lacerations than stab wounds are 
accordingly more serious in the ratio of about 
2to las noted by Billings. Injuries which have 
been overlooked at time of operation are one 
of the most important causes of the present 
death rate in perforating wounds of the ab- 
domen. 

Stab wounds of the abdomen as a rule do not 
show much shock unless accompanied by con- 
siderable hemorrhage. At County Hospital 
patients entering with considerable eviscera- 
tion present but slight evidence of shock may 
be operated upon immediately and they do 
well in their recovery. 

Penetrating stab wounds, of course, may 
cause no visceral injury and frequently pa- 
tients refusing operation are seen to make un- 
eventful recovery accordingly. 

Bayonet wounds of the abdomen in war 
rarely came to the operating table. In two 
years, 1915 and 1916, with the British Expedi- 
tionary Force in France, the writer saw but 
one bayonet wound of the abdomen. With the 
American Expeditionary Force in France, in 
a series of 2525 eases that came under the 
writer’s care in Evacuation Hospital, there 
Was not one bayonet wound. The conclusion 
is apparent that a bayonet wound inflicted by 
the enemy is practically always fatal and the 
cause of death is undoubtedly hemorrhage. 

The one case of bayonet wound of the ab- 
domen mentioned is worth relating as it brings 
out two findings frequently noted in civil life; 
first, a stab wound through the abdominal wall 
without visceral involvement and, secondly, 
hernia following stab wounds. 

Traumatic hernia following stab wound: A British 
infantry man returning from a night raid in “No Man’s” 
land hurriedly jumped into his own trench in the dark. 
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He fell against a bayonet and received a stab wound 
through the right rectus muscle one inch above the line 


of the umbilicus. The patient was examined in the hos- 
pital six hours after injury. As the belly was soft after 


this elaspe of time a dressing was applied to the wound 
and the patient placed in bed and observed. At the end 


of seven days in bed he appeared completely recovered. 
But on getting up, a bulging was noted at site of wound. 


This was noted to increase in size and have an impulse 
on coughing. A hernia of the posterior sheath was diag- 


nosed and operation showed a portion of omentum plug- 
ging the wound in the posterior sheath of the rectus. He 


made an uneventful recovery. 

The diagnosis of penetrating abdominal 
wounds usually is not difficult as there is the 
definite external evidence of an injury. The 
location of the external wound with the his- 
tory of the manner of its infliction gives the 
surgeon a rather definite picture of the lesion. 
However, a visible wound of entrance in the 
abdominal wall itself is not necessarily accom- 
panied by a wound of a viscus. And on the 
other hand the abdominal wall may be free 
from injury and the abdominal viscera suffer 
where the entrance wound is via chest, pelvis, 
buttocks, scrotum or rectum, as found in cases 
of rupture of the colon from compressed air. 
In many small penetrating wounds the diag- 
nosis is self-evident where there is escape of 
free blood, fecal material, gas, bile, urine from 
the wound or where the wound is plugged by 
omentum or a portion of the gut. 

When the wound itself does not give definite 
information a fluoroscopic examination in gas- 
tro-intestinal perforation will show the free 
bubble of gas in the highest portion of the ab- 
domen, or the sickle shaped outline between 
the diaphragm and the liver according to the 
position of the patient. 

The symptoms of shock and visceral injury 
are quite similar to injuries received in non- 
penetrating wounds and need not be repeated. 

Differential Diagnosis: Deflected bullets run- 
ning a course between the layers of the ab- 
dominal muscles are frequently misleading, 
and alertness on the part of the surgeon will 
often avoid an unnecessary operation. Bullets 
entering the abdominal wall at a tangent or 
slanting angle instead of straight in front or 
straight in back, that is not at right angles 
to the coronal section of the body, frequently 
do not penetrate to the abdominal cavity. 
There may be two wounds; one of entrance, 
say, two inches to the right of the umbilicus 
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and a second in the posterior wall of the ab- 
domen at a corresponding point two or three 
inches right lateral to the spinous processes 
and the abdominal cavity escape injury. Or 
the entrance wound be posteriorly and the 
exit wound anteriorly. Or, as is commonly the 
case, an entrance wound in front and the bul- 
let, having expended its force, lying in the 
abdominal wall posteriorly or vice versa. 

A history of the accident in this type of in- 
jury is important to establish whether or not 
the person firing the weapon was standing di- 
rectly in front of or in back of the patient or 
whether missile comes from a tangent diree- 
tion. The clinical findings of slight if any 
shock, the absences of ‘‘signs of a surgical 
belly’’ will be of great differential diagnostic 
value. The greater the duration of time elapsed 
since the accident without abdominal symp- 
toms, the more certain is the diagnosis of no 
abdominal viscera injured in such cases. 

When to operate: The question of when to 
operate on penetrating wounds of the abdomen 
is quite simple as compared to contused ab- 
dominal injuries. Wounds perforating the 
abdominal wall should be subjected to imme- 
diate laparotomy and penetrating wounds of 
the abdominal wall are best explored imme- 
diately despite the condition of the patient, 
provided pre-operative treatment has been 
given for shock and hemorrhage. 

The prognosis in abdominal gun-shot wounds 
is, as pointed out by Loria, influenced by many 
factors. In war wounds the irregular and jagged 
fragments of shells of shrapnel, hand grenades 
and bombs cause extensive tears of the mesen- 
tery, intestines and large blood vessels. Hence 
the danger of hemorrhage and peritonitis from 
spillage of the intestines is great. Rifle and 
machine-gun bullets cause much less damage. 
Multiple perforations not only cause hemor- 
rhage and peritonitis but prolong the operative 
procedure, frequently one or more resections 
of the gut being necessary. Bullets entering the 
abdomen at close range have greater explosive 
action and for that reason cause more damage 
than a bullet shot from a distance. The U. 8. 
Army 45 automatic built for close fighting has a 
terriffic explosive action and in abdominal in- 
juries is frequently fatal. The fragmentation 
of lead bullets after striking bony structures 
tends to cause multiple lacerations. The modern 
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sawed off shotgun with buck shot has taken jts 
place in civil life with fatal results. Shotgun 
wounds inflicted by bird shot are serious if made 
at close range as the lacerations of mesentery, 
viscus and intestines are numerous and exten. 
sive. However, bird shot received from a dis. 
tance has not such a grave prognosis and it js 
well not to attempt to operate as the lesions are 
too numerous and the mucosa will generally 
plug the small perforations made by the shot. 

The dried cakes of dirt clinging to the rough 
woolen clothing of soldiers in trenches are fre. 
quent carriers of gas and tetanus organisms and 
may be carried into the abdominal wall or ab- 
domen by irregular jagged shell fragments. 
The shorter the elapsed time between receiving 
the gunshot wound of the abdomen and the time 
of the operation, the better the prognosis. How- 
ever, the surgeon should not despair even if a 
perforation has been present from 13 to 16 hours, 
as recovery is possible at times. The treatment 
of shock en route to the hospital and in the hos- 
pital before operation ‘is a very influencing fac- 
tor in the prognosis. The skill of the operating 
surgeon and the length of time of operation are 
important factors. The time taken for closure 
of the laparotomy may often be shortened by 
the use of a single suture of braided silk going 
through all coats of the abdomen instead of en- 
deavoring to make layer closures. This is espe- 
cially true when there is distension of the gut 
and there is difficulty in replacing it. 

Injuries to important blood vessels with hen- 
orrhage are of gravest prognosis. Injuries to 
the solid organs rate next and lesions of the hol- 
low viscera are least fatal. 

Hemorrhage is the one greatest factor in gun- 
shot and stab wounds and the prognosis will de- 
pend upon the early control of hemorrhage and 
treatment for the loss of blood. 

Autopsies of operative cases of penetrating 
wounds reveal hemorrhage with peritonitis as an 
outstanding cause of death. Pneumonia and 
subphrenic abscess are frequent. Overlooked 
wounds in operative cases cause a surprisingly 
large number of deaths, especially in lower 
chest wounds penetrating into the upper ab- 
domen. Peritonitis from faulty closure of in- 
testinal perforation is a frequent cause of death. 

3. INJURIES OF THE GENITO-URINARY TRACT 

Kidney. In injuries to the flank the kidney 
is most infrequently involved. A preexisting 
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pathological condition may be present. Blood 
in the urine discovered for the first time in a 
routine examination following injury, may be 
imply one of the signs of a tuberculous kidney. 
Or the trauma may cause exacerbation of a 
sion previously existing. Considering this 
point, the surgeon should not be too ready to 
operate simply because blood is noted in the 
urine following injury. The same holds true for 
pyogenic infection of the kidney. 

Injuries to the kidney may cause rupture of 
the parenchyma, pelvis or its blood supply. Kid- 
ney injuries may result from direct or indirect 
violence, as an apple may be forced from a tree 
ly knocking it (direct force) or by shaking the 
limb of the tree (indirect force). So, too, the 
kidney may be injured by blow or force pushing 
the kidney against the ribs and transverse 
processes or snapping it away from its vascular 
attachments. A patient falling from a height 
and landing on his feet may suffer a lesion of 
the kidney vessels from the whipping like force 
and recoil of force applied to the attachments 
of the kidney. This mechanism explains the 
picture when a very minor surface injury is 
accompanied by a complete rupture of the kid- 
ney. A kidney with pelvis distended with urine 
and at the height of peristaltic emptying is much 
more susceptible to rupture than one with the 
pelvis empty. 

Pathological lesions following kidney trauma 
may be tear of the fatty capsule, subeapsular 
hemorrhage, contusion or laceration of the 
parenchyma, complete pulpification of the kid- 
hey, partial or complete tearing of the pelvis, 
ureter and blood vessels and rupture of the 
peritoneum. A tear in the fatty capsule or a 
subcapsular hemorrhage which is accompanied 
by hematuria, is not considered an urgent surg- 
ical ease and should not be operated on. The 
hemorrhage in a few days will cease. A rupture 
of the kidney with a tear of a large blood vessel 
will soon exsanguinate the patient, especially 
when associated with a tear in the peritoneum 
and bleeding into the abdominal cavity. An 
‘xtra-peritoneal hemorrhage may be controlled 
or bleeding stopped by a perirenal hematoma 
causing extra renal pressure. 


The cardinal symptoms of kidney injury are 
pain, tumor, hematuria, plus the symptoms of 


" SW . ° : 
shock. The greatest pain is noted in the rela- 


lively benign subeapsular break in the paren- 
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chyma where there is capsular and pelvie dis- 
tension. Laceration of the parenchyma with a 
break of the capsule causes very little pain. 
Blood clots passing along the ureter may cause 
pain of a colicky nature. Tumor formation in 
the perirenal region is due to hematoma forma- 
tion and urinary extravasation. This tumor 
swelling may later extend downward even to the 
pelvis. Hematuria, though a frequent symptom, 
may be absent in any type of renal injury as 
clots may plug the ureter, the ureter may be com- 
pletely severed or the blood vessels parted from 
the kidney itself. Blood in the urine, unae- 
companied by other findings, following an in- 
jury, is no indication for early surgical inter- 
ference. Other accompanying symptoms and 
signs and shock must be present. Before opera- 
tive surgical procedures are started, a bladder 
observation may be made to establish the pres- 
ence of the other kidney. Ureteral catheteriza- 
tion with pyelograms are not without danger in 
traumata of the kidney. McKenna has found 
intravenous urography most useful in kidney 
traumata to differentiate whether the kidney 
suffers a lesion which involves an intraperito- 
neal or an extraperitoneal tear. After finding 
the laceration is extraperitoneal and when the 
amount of extravasation is small, watchful 
waiting is advised and later a second pyelogram 
is made to decide whether or not the extravasa- 
tion has increased in size. 


The treatment of kidney trauma in the ma- 
jority of cases, should be expectant. However, 
with severe hemorrhage, fast pulse and low 
hemoglobin and blood pressure persisting after 
shock treatment, urgent surgery should be in- 
stituted. The surgical procedure will be de- 
termined according to the pathological findings. 
Suturing and packing may be employed to ap- 
proximate fragments and control hemorrhage in 
parenchymatous tears. Nephrectomy may be 
the only choice in tears of the kidney with un- 
controllable hemorrhage, tears of the large blood 
vessels and pelvis and when the ureter is en- 
tirely separated. Conservatism should be the 
password in treatment of traumata of the kid- 
ney. Allen points out the high mortality in op- 
erative cases and no mortality in twenty-five 
cases that had gross blood in the urine and were 
not operated on. He might well be quoted : ‘‘In- 
juries of the kidney should certainly not be op- 
erated upon, as the vast majority recover spon- 
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taneously and if in a rare case damage proves 
sufficiently severe to produce a useless kidney, 
it can be removed later.’’—‘‘ We are of the opin- 
ion, however, that far less harm has come from 
the unnecessary exploration of a doubtful case, 
than from waiting until the diagnosis was evi- 
dent.’’ 

Ruptured Bladder. As pointed out by 
Vaughan and Rudnick, until this last decade 
positive early diagnosis of rupture of the urin- 
ary bladder has been by no means easy. And in 
many or most eases, the operation was delayed 
too long to avoid peritonitis. The history of 
hypogastric injury, blood in the urine and a 
persistently empty or nearly empty bladder are 
the indications on which an exploratory lapa- 
rotomy is most often performed in such cases as 
have not yet developed peritonitis. Without 
the history of injury, a ruptured bladder is 
not infrequently overlooked until necropsy. 
There are records of many such cases. 

Until their work was published there was no 
pathognomonic sign or combination of signs 
available in ruptured bladder. Cystoscopy failed 
due to the presence of blood or inability to fill 
the bladder with a translucent medicine. 

Vaughan and Rudnick described a simple 
method of making a positive diagnosis of rup- 
ture of the bladder by injecting air into the 
bladder and then employing the x-ray. This 
method will show whether the rupture is intra- 
peritoneal or extraperitoneal or both, by the 
course taken by the air injected. In intraperi- 
toneal rupture the air escapes to the highest 
point of the abdominal cavity or shifts with the 
changing position of the patient. In extraperito- 
neal rupture the air follows the perivesical 
areolar tissue and fascial planes outside the 
peritoneal cavity. Where there is not a rupture 
of the bladder, the air is confined and noted in 
the regular vesical outline. This too, is a val- 
uable method of differential diagnosis of rup- 
ture of the kidney from rupture of the bladder. 

Dr. Tarnowsky has ponted out the impor- 
tance of early diagnosis and early treatment in 
his study of a large series of bladder injuries. 

A distended or full bladder is ruptured by 
force applied to the anterior abdominal wall, but 
most usually associated with fractured pelvis. 
Fragments of the pubic bones, sometimes punc- 
tate the bladder. Blood in the urine and evi- 
dence of extravasation of urine is noted in the 
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soft parts extending upward into the anterior 
abdominal wall and downward into the upper 
thigh. The general symptom of shock and hen. 
orrhage may not be pronounced. 

The simple test of injecting sterile salt solu. 
tion into the bladder through a rubber catheter 
and then aspirating it again, is quite reliable, 
If all the salt solution is recovered the chances 
are that the bladder is not ruptured; if the salt 
solution is not recovered, rupture must be sus. 
pected. 

Ruptured Urethra. Ruptured urethra is most 
frequently associated with lower abdominal in. 
juries accompanied by fracture of the pelvis, 
However, it is often the result of falls in which 
the patient lands astraddle some blunt object 
and the urethra is pressed against the bony pel- 
vis, rupturing the membranous urethra. The 
clinical signs are definite and diagnosis readily 
made. The history of a trauma to lower ab- 
domen with fracture of the pelvis or a fall, fol- 
lowing which the patient is unable to void urine 
and a catheter cannot be passed but returns wth 
«a small amount of fresh blood following and a 
distention of the urinary bladder—these find- 
ings make the diagnosis comparatively simple. If 
the patient has not urinated, it is well not to have 
him try to do so that extravasation of urine into 
the perineum may be prevented. 

The operative technique usually followed in 
treatment of ruptured urethra has been a supra- 
publie eystostomy with a perineal incision and 
a retrograde catheterization from the bladder 
to the perineum and then from the perineun 
through penis and out via meatus and an ip 
dwelling catheter thus passed with or without 
a suprapubic rubber tube in bladder or drain- 
age of Space of Retzius. 

This method, when an incision has been made 
in the perineum, results in sear tissue formation 
causing stricture and the resultant pathology in 
bladder, ureters and kidneys. The perineal in- 
cision should be done away with. 

For ruptured urethra the writer has described 
a method of introducing a catheter from the 
bladder through the penis without the perineal 
incision. Two sounds are employed which we 
may designate A male and B female. Sound 4 
is an ordinary sound with a hole drilled through 
it about one-half inch from its tip. Sound 2 
(female) is cupped on the tip to receive sound 
A after a suprapubic cystotomy has been per 
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Fig. 1—Hole is shown in tip of male sound A, through 
which, when introduced into bladder, a suture is 
passed. To the suture, the tip of a catheter is tied and 
then brought from bladder through the urethra. This 
male sound, A is introduced via meatus of penis. The 
female cupped sound B, is introduced into urethra via 
bladder and guides male sound into bladder, after the 
ends of A and B have engaged, as shown in the small 
diagram. 


formed. Sound A (male) is introduced through 
the meatus of the penis; sound B (female) is 
introduced into the urethra from the bladder. 
The tips of the sounds in the urethra are then 
clicked and the male sound is engaged in the 


MALE SOUND 


FEMALE 


BLADDER 


MALE SOUND 


Fig. 2—Shows male sound introduced via meatus of 
the penis to site of rupture of the urethra, B, and engaged 
in the cupped end of the female sound introduced via 
bladder. A demonstrates the cupped end of female sound 
and tip of male sound with a hole in it. 2, Male sound 
with a suture through hole at tip is ready to pull the 
catheter from bladder through penis. 
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cupped end of the female, B sound and then the 
male sound enters the bladder being guided by 
the female sound. A silk or catgut suture is 
passed through the drilled hole of the male sound 
in the bladder, and a rubber catheter is con- 
nected to the suture. The sutures are tied and 
the catheter is introduced from the bladder 
through the penis and left in place. The cystot- 
omy, of course, is continued for a number of 
days for drainage. 

The great advantage of the operation is that 
it does away with the perineal incision which 
undoubtedly, in many cases, causes subsequent 
strictures. It is a simple method, easily per- 
formed and the end-results are gratifying. 

208 South LaSalle Street. 
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EASY ONE 
“Robert,” said the teacher, to drive home the lesson 
which was on charity and kindness, “if I saw a man beat- 
ing a donkey and stopped him from doing so, what virtue 
would I be showing?” 
“Brotherly love,” said Bobby. 
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Tuberculosis has existed among humans, in 
civilized communities, for more than 3000 years. 
Evidences of this fact are had from inspec- 
tions of ancient Egyptian tombs and from the 
classical Greek and Roman literature. Since 
1838 the incidence of morbidity and mortality 
has shown a steadily lowered trend. 

After the discovery of the tubercle bacillus, 
by Robert Koch, in 1882, and the vast amount 
of additional knowledge thus acquired concern- 
ing the disease, an organized program of com- 
bat was launched in most countries. Such 
great progress seemed to result that it was 
predicted, rather generally, that there would 
be ‘‘No Tuberculosis by 1915.’’ 

In an address delivered before the National 
Tuberculosis Association, 1923, Dr. Louis Dub- 
lin, Statistician, Metropolitan Life Insurance 
Company, commented as follows: ‘‘The decline 
in the tuberculosis death rate during the last 
twenty years is, in my judgment, the most 
outstanding fact in the tuberculosis problem. 
This decline has been large in amount and 
continuous in character. There has been no 
backsliding; there has never been any doubt 
as to the tendency of the tuberculosis death 
rate during the last 20 years.’’ He included 
in his address a prediction that, based upon the 
trend of the mortality curve from this disease, 
a rate of 50 per 100,000 population would be 
probable for the year 1930. Although with- 
out interruption in the downward characteris- 
ties of the curve, the line of descent has been 
somewhat less precipitous and the rate has 
up to this time not touched below 70 per 100,- 
000. Taking into consideration the annual 
decrease of approximately 6.6 per cent for the 
years, 1930, 1931 and 1932, this authority on 
disease trends considers such rate of improve- 
ment to justify another, modified prediction, 
to the effect that the goal of 40 per 100,000 
should be reached for the insured wage-earn- 
ing group, by 1939, with the possibility of 


*Read before University Club, Decatur, Illinois, March 2, 
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attainment by the general population two or 
three years earlier. 

Harper’s Magazine, April, 1929, carried an 
article ‘‘The Conquest of Tuberculosis,’’ sug- 
gesting to its readers that ‘‘ ... so striking 
is this declining tendency that there are sober. 
minded men who talk in terms of the practical 
elimination of tuberculosis as an important 
cause of death in the next ten or fifteen years,” 
and calling attention to such facts as, ‘‘ . ,. 
When analyzed, the figures indicate that the 
decline which has: taken place is responsible 
for the active presence of 140,000 persons (each 
year) who would have died from tuberculosis 
if the rate of 1900 had continued to prevail.” 
Although perhaps the title of the article did 
suggest definite ‘‘Conquest’’ of tuberculosis, 
most readers probably overlooked the fact that 
the disease, tuberculosis, was being merely rele- 
gated to the list of those considered in the group 
of minor causes of death. In such group we 
find diabetes, for example, and the medical 
profession must cope with that malady further 
before making announcement that it has be- 
come a vanishing or vanquished disease. 

Kendall Emerson, Director of the National 
Tuberculosis Association, fearful lest such ar- 
ticles might result in an easing up of combat 
measures, recently cautioned — ‘‘Optimistic 
prophesies about the early eradication of the 
disease are not only a dis-service to the com- 
munity, but are not borne out by the facts.” 

The scope of this paper deals with those 
facts and will seek to present analyses of the 
mortality curves, a sketchy hint of epidemiol- 
ogy, and such factors as heredity, predisposi- 
tion and economic states. Attempt will be made 
to give proper weight to the relative values 
of the control program and those brought about 
through natural processes. And _ finally, to 
present an estimate upon the outlook with re- 
spect to the complete eradication of the Great 
White Plague. Comment should be made con- 
cerning the question of possible disadvantage 
to us of a complete elimination of tuberculosis 
rather than its continued existence in benign 
form, provided of course that we are in pos- 
session of the weapons by which such control 
may be assured. 

Tuberculosis is absent only in those regions 
inhabited by primitive beings uncontacted by 
civilization. Bushnell, in his classical treatise 
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on epidemiology, considers that comprehension 
of how a general tuberculization influences tu- 
herculosis behavior is dependent upon a knowl- 
edge of how people fare who have not had 
previous contact with the tubercle bacillus. 
Tropical races coming into contact with 
older civilization for the first time react to 
tuberculous infection by the development of 


acute, progressive disease. Robert Louis Stev-. 


enson furnishes us with perhaps the best lay 
decription of this, based upon his own observa- 
tis while living in the Marquesas—‘‘ The 
Marquesan race is perhaps the handsomest ex- 
tant. Six feet is about the middle height of 
males; they are strongly muscled, free from 
fat, swift in action, graceful in repose. To 
judge by the eye, there is no race more viable; 
and yet death reaps them with both hands. 
When Bishop Dordillion first came to Tai-o- 
hae, he reckoned the inhabitants at many thou- 
sands; he was but newly dead, and in the 
same bay, Stanisao Moanatini counted on his 
fingers eight residual, natives. The tribe of 
Hapaa is said to have numbered some four 
hundred when the smallpox came and reduced 
them by one-fourth. Six months later a woman 
developed tubercular consumption ; the disease 
spread like fire about the valley, and, in less 
than a year two survivors, a man and a woman, 
fled from that newly created solitude.’’ It 
must be borne in mind that these natives were 
once strong and well, living a life out of doors, 
of cleanly habits, and with hunger and want 
always out of reckoning. Yet chronic tuber- 
culosis was rarely encountered but there pre- 
vailed instead an acute and rapidly fatal dis- 
ease, spreading as an epidemic. 

As a tubereulized people, how different is 
the picture we present as compared to that 
of the non-tubereulized people described by 
Stevenson, Calmette, and a host of others. 

Tuberculization, then, suggests an immunity 
to be derived from small infections with 
tuberele bacilli. This immunity is never more 
than a relative one inasmuch as, under proper 
conditions manifest disease can result from its 
activation. 

The Contagionists would have us believe that 
infection is tantamount to already existing 
disease and that therefore small numbers of 
tuberele bacilli, acquired under natural con- 
ditions, are not in any sense protective. 


D. O. N. LINDBERG 
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Support to the illustrations cited in the case 
of the non-tubereulized races, and to the more 
generally accepted truth of relative immunity 
conferred by continuing small infections, is 
had in the experimental animal. The demon- 
stration can be made in any laboratory and 
always with the proof of a greater resistance 
to tubercle bacilli in the case of animals with 
previous slight infection. 

The same group of Contagionists have, very 
recently, initiated propaganda in favor of a 
high infectiousness of pulmonary tuberculosis, 
a doctrine which would result in a renewal of 
teachings abandoned by the phthisiologists 
several decades ago as being totally false. 
Another disastrous result would be the undoing 
of much of the good already accomplished 
along the lines of the lessening of the phthis- 
iophobia and the bringing of the early case 
into the open through attaching no social 
stigma to the diagnosed individual. 

In medicine, fortunately, there are few fads 
and still fewer faddists. To alarm the popu- 
lace in the matter of the contagiousness of 
tuberculosis, in the absence of any specific 
plan heretofore in effect for the purpose of 
combating tuberculosis from such angle, and 
especially in the face of a tremendous lower- 
ing of both the incidence and the mortality 
rates to the extent that there is now some 
speculation if indeed this disease has been all 
but conquered, is, we may well say, prima 
facie evidence that the factor of contagion, 
when exposure to the tubercle bacillus has 
been neither intimate, prolonged, nor massive, 
has been without influence upon the success in 
controlling the disease up to the present. Ex- 
amples in support of the contention as we 
have expressed ourselves upon it, are too 
numerous and varied to be given space in con- 
nection with the presentation of this material. 
The four year period (1928-1932) of ‘‘no-in- 
cidence’’ of tuberculosis among student nurses 
serving at the Macon County Tuberculosis 
Sanatorium, under a training arrangement 
with the Decatur and Macon County Hospital, 
when elimination of all factors predisposing 
to the development of manifest tuberculosis 
was sought (but not including undue pre- 
cautions such as contagion hospital technique), 
may be offered as a local example. Perhaps 
the most outstanding example of close (not in- 
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timate) contact and 
dissemination of, tuberele bacilli, was at Lipp- 


springe, in the Prussian province of West- 


exposure to, enormous 


phalia where consumptives had for the 67 
year period prior to 1900 sought curative 
effects from the mineral baths for which the 
town was famous—yet without any protective 
measures in effect during that time the mor- 
tality among the natives was diminished to 
about one-third of its highest rate. Having dis- 
posed of the contagion factor, with the reser- 
vations stated, and returning our minds to the 
subject of tubereulization it becomes clear that 
an infected people is much safer than an un- 
infected people—i.e., when brought into contact 
with tuberculosis. The optional tubereulization 
of a community is wherein the first infection is 
acquired under the most favorable conditions 
with respect to health and resistance, and with- 
out direct exposure to the known ease, and 
preferably not in earliest childhood. Tubereulin 
tests serve the purpose of distinguishing the 
relatively immune from the non-immune 
healthy subject. The intradermal test can be 
applied, for this purpose, to all ages, even to 
early adulthood in those sheltered from in- 
fection by wealth or rural habitation. 

Calmette had this to say—‘‘The extreme 
diffusion of tuberculosis throughout the world 
and the facility with which it is propagated not 
only by the sick but also by the immense num- 
ber of apparently healthy individuals who are 
carriers, lead us to consider as impossible— 
perhaps not even desirable—the total eradi- 
cation of tuberculous infeection.”’ 

A reduction in the incidence of tuberculous 
infection in the community may be expected to 
follow the further decline in the phthisis death 
rate but its effect has been chiefly that of post- 
poning infection until later on, and serving 
to free the first years of life from the danger 
of disease—the result of massive infection. 

A reexamination, by the tuberculin skin test, 
of the Framingham, Massachusetts, population, 
an epidemiological study first begun several 
years ago, shows a reduction of 23% of in- 
fection in the period, 1917-1926, in the same 
age-group. A curve (illustrated) showing the 
incidence of infection in European countries 
definitely indicates what happens when the 


human sources of bacillary dissemination are 
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reduced. The infection of 90-100% of the 
people is not reached until the ages 20-24 years, 

Is it not rational for us, with such evidences, 
to accept infection as part of the normal make. 
up of humans and lay emphasis rather on pre. 
venting morbidity ? 

We have seen that the steady and marked 
decline in the death rate from tuberculosis has 
occurred in the face of the universality of 
infection. What then are those factors which 
have been responsible for the development of 
disease in the few? Obviously with the 
establishment of these etiological factors, we 
will come upon the major reasons for the 
favorable trend of tuberculosis, and they will 
of course lie in the influences which affect the 
development of disease among the infected. 

The mortality rate is improved when cases 
are diagnosed early and treatment is insti- 
tuted soon enough so that the disease processes 
are made inactive—and therefore without kill- 
ing power. The decline must be attributed 
largely, however, to those factors which have 
served to prevent the development of primary 
or immunity-giving infection into manifest dis- 
ease. But before undertaking summary of these 
let us consider those influences finding more 
or less acceptance by the laity. First, with re- 
spect to heredity—no ease of fetal tuberculosis 
has been encountered prior to the establishment 
of fetal circulation; that is, until it became 
possible for the mother to actually transmit 
her disease by reason of tubercle bacilli being 
present in her blood stream—a rare happening 
excepting in terminal states. If children, who 
are the offspring of parents both of whom are 
tuberculous, at the time of conception, and the 
mother throughout the earrying period, are 
separated from their parents immediately after 
birth, they remain as free from tuberculosis 
as any other children. In Papworth colony, 
England, experiment has been made whereby 
tuberculous parents have kept their children 
in their own homes, exercising every reasonable 
care against exposing them to undue infections 
from themselves. Of approximately 310 chil- 
dren involved in this study none have de- 
veloped tuberculosis during the period of 11 
years reported upon. This furnishes as good 
illustration as any other of the failure to in- 
herit predisposition or susceptibility to tuber- 


culosis. In those eases suffering undue exposure 
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and disease, predisposition can neither be 
proven nor disproven though the possibility 
does exist that with established tuberculous 
disease there are predisposing factors of an 
hereditary nature, affecting its behavior. So- 
ciologists do not give credence to the idea that 
rich and poor are separated by a zone of differ- 
ent genetic worth, yet the incidence of tuber- 
eulous disease is much greater among the 
latter. As a British authority put it—‘‘If a 
tiger from the wilds of Africa, who ean boast 
of a line of ancestry as free from tuberculosis 
as any of us, be brought to this country he will 
develop tuberculosis.’’ 

Most persons are satisfied that health rules 
are violated in no small degree when fresh air 
is breathed neither day nor night. It is not 
true, however, that out of doors occupation is 
essential to the preservation of health. While 
it is a fact that waiters, shoemakers, etc., have 
a high tubereulosis mortality, it is also true 
that coal miners have the lowest mortality— 
even lower than that of clergymen, physicians 
and lawyers whose tuberculosis mortality is 
exceedingly low. 

Krause postulates well when he writes—‘‘| 
would have the emphasis laid on the behavior 
of the human being and not on the tubercle 
bacillus—and I should be contributing not 
only to the solution of the tuberculosis problem 
but also to that of public health in general,’’— 
for it is certainly the case that the decline in 
our mortality rate took place just at the time 
when, and in those countries where, there was 
industrial advancement, with the improved 
standards of living arising from such de- 
velopment. 

Factors favoring advance of the disease 
rate: 

1. Industrialization of women, accounting somewhat 


for the actual advance, since 1915, of the disease inci- 
dence in their age group—I15 to 30 years. 

2. Epidemics—there was registered a “peak” in the 
rate curve at the time of the 1918 influenza pandemic. 

3. Faulty diet—the diet fad, now less faithfully prac- 
ticed by our women may account somewhat for the 
53% increase in the incidence of tuberculosis among 
them, in the age period—10 to 25 years. 

4. Overwork, fatigue, no time spent at leisure, and 
poor personal hygiene. Ill-ventilated, crowded homes 
with paucity of opportunity for fresh air and sunlight. 

5. Extensive use of milk not pasteurized or from 
animals not tuberculin tested. 

6. Continued, intimate, prolonged and massive ex- 


Posure to the open pulmonary case. 
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Following the World War, in many Euro- 
pean cities there resulted a precipitous rise in 
the death rate from tuberculosis—living stand- 
ards and conditions were desperate—at Bel- 
grade the rate reached 1400 per 100,000. At 
the same time, in the United States, tubercu- 
losis continued its decline without interruption. 


Factors favoring decline of the disease rate: 


1. Properly balanced and sufficient food. 
2. Good personal hygiene. 


3. Uncongested living quarters. 
4. Recreation, leisure, short working hours—these 


resulting from wage income productive of good living 
standards. 


5. Improved house, factory or office ventilation and 
more time spent out of doors. 


6. Periodic health examinations by the family physi- 


cian, favoring a lowered general death rate; the 


avoidance of those so-called minor diseases which are 
nevertheless productive of chronically lowered bodily 


resistance. 
7. Education that should result in lessened contact 


with any type of infection in the home, with view 


especially to the avoidance of childhood contact with 


the possible “carrier” sources. 


8. Pasteurization of milk—if not produced from 
tuberculin tested animals. 

9. A school teaching staff certified as being free from 
manifest tuberculosis. 

10. Education to provide a health-conscious public; 
the periodic tuberculin testing in the schools as pointing 
to the ease with which the disease may be discovered 
in its earliest stages. 

11. Early diagnosis and early available treatment 
facilities, for every curable case. 

We have endeavored to indicate that those 
factors which serve to lower the general death 
rate, or, in other words, favor better con- 
ditions of health, appear to influence in like 
respects the tuberculosis incidence. Can we 
reconcile the economic strain of the past few 
years with a continuing betterment of the 
nation’s health. Incidentally Germany is ex- 
periencing the same health improvement, while 
in Russia, health conditions are becoming in- 
ereasingly poor, associated with a steady rise 
in the tuberculosis rate—undoubtedly of en- 
vironmental causation. 

We have quoted Dublin earlier in this presen- 
tation—let us examine his views as expressed 
in 1933—‘'The extremely low death rate of 
1932 is all the more remarkable in view of 
the unfavorable economic conditions which 
prevailed throughout the year, and which 
seriously affected living standards of indus- 
trial wage-earners and their dependents. With 
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more of them unemployed than ever before, 
faced with the worries and perplexities which 
unemployment brings, their health has been 
altogether phenomenally good. What factors, 
then, have operated to turn the worst year of 
the worst depression in a generation into the 
best health year of all times?—Of foremost 
importance is the almost entire freedom of 
1932 from serious epidemics—again, weather 
conditions throughout the year were good; and 
many people spent more than the usual pro- 
portion of their time out of doors. The de- 
pression undoubtedly curbed overeating and 
overdrinking—the people, although against 
their own will, had more leisure last year than 
ever before—All of these factors, together, 
have evidently more than counterbalanced the 
adverse effects of the worry incidental to un- 
employment and difficult cireumstances. But 
perhaps more than any other single factor, 
the protection given by the effective function- 
ing of the health departments, the clinics, by 
the generous treatment from physicans, and by 
the splendid organized relief work, has oper- 
ated to conserve life and health .. .’’ 


Those of us particularly interested in the 
safeguarding of the public from preventable 
disease while finding no new major truths in 
Dublin’s report do not find it at all challenge- 
able from the standpoint of self-evident facts. 


In this brief treatise, we have shown that 
the human race, of civilized countries, is well 
tubereculized from contact with the disease, as 
far back as there exists authentic records. It 
is felt that overemphasis has not been made of 
the fate that awaits those peoples coming into 
contact with the tubercle bacillus for the first 
time. If our present period of economic dis- 
tress is not continued so that almost overnight, 
as in some portions of ‘‘post-war’’ Europe, the 
gains against the disease covering a period of 
several decades is not lost, we are facing the 
evidence that the immunity-giving minor in- 
feetions may even now not reach us until adult- 
hood, and, as a result, the time might soon be, 
when the disease would vanish and we might 
become a nation of non-tubereulized people. 
On the other hand, we have seen that with a 
lower incidence of manifest tuberculosis, we 
may still acquire an immunity through natural 
means, with the advantage of lesser or even 
no sacrifice of those sueeumbing to the disease. 
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The optimal tuberculization would be one of 
artificial prophylactic immunization, an ex. 
ample of which is B.C.G. At the present time 
such protective action is small and of short 
duration. Phthisiophobia, one clearly sees, js 
unwarranted, in that if tuberculosis were a 
disease importantly contagious, how difficult 
it is to account for the fact, that, of those with 
the seeds of infection, only one out of one 
hundred falls on other than stony ground, 

And, finally, though we have all but con. 
quered tuberculosis, as our rate curves show— 
surely much remains to be accomplished in 
that direction when we consider that the en- 
emy, the tubercle bacillus, is capable of, with- 
in a short time to reassert itself in devastating 
fashion and when we consider that though ap- 
parently in control, it today kills more people 
in the United States, between the ages of 15 
and 45 than any other disease; one out of 
every three women of ages 15 to 30 years; and 
at the same time resulting in 85,000 deaths, 
annually; and producing the economic losses 
attendant upon the disability of 500,000 per- 
sons. 

There must be no false hopes aroused nor 
curtailment of those factors through which 
we seek to bring about the ‘‘near’’ elimination 
of that disease of all times, Tuberculosis. 
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ABDOMINAL EMERGENCIES IN 
INFANCY AND CHILDHOOD* 
Epwin M. Miuuer, M.D. 
CHICAGO 
An infant does not have to be very old before 
he may need a major abdominal operation. In 
fact he may be born with a condition which de- 
mands an immediate, life-saving procedure. The 
first illustration (Fig. 1), is an example. When 








Fig. 1—Infant Bonicies, Case of Congenital Amnionic 
hernia the size of grapefruit. Operation one hour after 
birth, Jan. 7, 1929, 


this infant was delivered there was present a 
complete evisceration of the abdominal contents, 
except that the viscera were covered by a trans- 
parent membrane through which could be seen 


a 


a at a meeting of the Chicago Medical Society, February 1, 
33, 
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a portion of the liver, the stomach, and many 
loops of bowel. The actual defect in the ab- 
dominal wall was about four inches long and 
three inches wide. The entire mass appeared 
about the size of a grapefruit and from its cen- 
ter projected the umbilical cord. To this condi- 
tion has been applied the term ‘‘amnionic 
hernia.’’ It is of course obvious that a persist- 
ence of this condition for more than a few hours 
is incompatible with life, because this delicate 
covering membrane may be easily broken, and a 
fatal peritonitis may develop. I operated upon 
this child one hour after birth and under ether 








Fig. 2.—Same infant as in Fig. 1 about 3 weeks after 
operation (Jan. 28, 1929). 


anesthesia reduced the contents of this sac 
within the abdomen, the sac itself being in- 
vaginated and the skin margins being brought 
together with interrupted sutures. The postop- 
erative course was quite satisfactory (Fig. 2), 
until the end of the fourth week when the infant 
died of pneumonia within a very few hours. 
When a baby during the first two or three 
days after birth presents the clinical signs of 
acute intestinal obstruction, one may be certain 
that a congenital defect is present in the alimen- 
tary tract. The most common sites of such de- 
fects, as you all know, are in the esophagus, the 
duodenum, the terminal ileum, and the anal 
region. The first of these are always fatal, as 
the lungs become involved soon after the child 
begins to take nourishment. When the obstruc- 
tion exists in the duodenum or the small bowel, 
a few may be saved by early diagnosis and 
prompt operation. When the defect exists in the 
anal region, the results are very much better. I 
have had occasion to operate upon twelve infants 
born with acute intestinal obstructions, exclud- 
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ing those where a thin membrane separated the 
rectum from the anal dimple. Three times the 
duodenum was obstructed, in six there was an 
atresia of the small bowel, and in three the 
rectum itself was involved. I wish to emphasize 
the fact that even though the diagnosis of con- 
genital atresia of the duodenum is usually quite 
easy, and the clinical picture quite typical yet 
the condition may easily be confused with con- 
genital pyloric stenosis. To be sure, the symp- 
toms usually begin earlier, usually there is pres- 
ent bile in the material which the child vomits, 
and usually a tumor mass cannot be palpated, 
but oceasionally the usual conditions are not 
present, in fact the clinical picture may exactly 
simulate that produced by a stenosis at the 
pylorus. This was strikingly brought to my at- 
tention about 2 years ago when I entered the 
abdomen of an infant with what was thought to 
be a typical congenital pyloric stenosis, only to 
find a normal pylorus and an artesia of the 
duodenum close to the ampulla of Vater. In all 
three of these duodenal atresias a posterior gas- 
troenterostomy was performed. Two of them 
survived the operation, one being alive and well 
after two years time, the other suecumbing to 
pneumonia one month after leaving the hospital. 
The third patient, a Mongolian idiot, came to 
operation in extremely poor condition and died 
the following day. With congenital atresias of 
the weum and colon I am not very optimistic. 
My experience with six such eases, all of which 
have resulted fatally, has taught me that unless 
the diagnosis of obstruction is made within the 
first twenty-four hours and the abdomen ean be 
opened widely enough to locate accurately the 
site of obstruction and an anastomosis can be 
made around this point, a fatal outeome is prac- 
tically certain. 

Congenital pyloric stenosis is not, as a rule, 
thought of as a condition demanding an emer- 
gency procedure, because ordinarily the situa- 
tion is early recognized by the pediatrician, and 
relief is obtained by the Rammstedt operation 
while the patient is still in good condition. Too 
often, however, especially in the charity hos- 
pitals, these infants are brought in almost in a 
condition of extremis, and operation must be 
performed as an emergency measure. I have 
learned, too, that after a successful Rammstedt 
operation has been performed there may arise 
circumstances which demand immediate surgical 
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interference. For instance, about two years ago 
at the Cool County Hospital I performed a 
Rammstedt operation on December 29. The 
progress during the next nine days was very 
satisfactory, and the infant gained about 10 
ounces in weight. On the tenth day, however. 
very suddenly, the clinical signs of acute pyloric 
obstruction returned, with projectile vomiting, 
peristaltic waves, rapid dehydration, and loss in 
weight. Without further delay the abdomen 
was reopened through a left rectus incision and 


Fig. 43.—F. McE., January 14, 1931, congenital pyloric 
stenosis. Rammstedt operation December 29, 1930. Pos- 
terior gastroenterostomy January 10, 1931. 

Fig. 4—Same infant shown in Fig. 3. Seven weeks 
after emergency gastroenterostomy. 

Fig. 5.—L. S., age 2 weeks, strangulated inguinal her- 
nia in which the sac was occupied by a gangrenous rup- 
tured appendix. 

Fig. 6.—L. S., 
Fig. 5. 


age 4 weeks. Same infant shown 1 
Two weeks after operation. 
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yithout exploring the site of the former pro- 
cedure a posterior gastroenterostomy was made. 
(Fig. 3.) The signs of obstruction immediately 
disappeared and the further course was unevent- 
ful. (Fig. 4.) 

The new-born child, having passed the first 
few weeks of life without incident as far as the 
necessity for an emergency operation is con- 
wed, is confronted during the next year or 
two with the possibility of an intussusception, 
a condition which is by all odds the most com- 
non cause of acute obstruction in infants and 
very young children. The amazing thing about 
intussusception to my mind is that, in spite of 
the volumes that have been written on the sub- 
ject, So Many cases are not recognized by the 
general practitioner early and come to the op- 
erating table too late for successful surgical re- 
lief. In my experience both in charity and pri- 
vate hospital practice, I have been called upon 
to operate on exactly twenty cases of intussus- 
ception, fifteen in infants less than a year old 
and the remainder under three years of age. 
Eleven of these children have recovered and nine 
of them have died. In analyzing the cases which 
have resulted fatally I wish to point out the fol- 
lowing facts: 

1, The duration of symptoms was respectively 





Fig, 7. 
Diverticulum—Resection and lateral 
anastomosis : 


Strangulated Meckel’s Fig. 
recovery. 
Recovery. 


8.—Obstruction 
Meckel’s Diverticulum. Resection of 
diverticulum and lateral anastomosis. 
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10 hrs., 18 hrs., 24 hrs., 24 hrs., 48 hrs., 48 hrs., 
48 hrs., and 1 week. 
2. They all had passed blood per rectum. 
3. In all an abdominal tumor was palpable. 
4, In two cases the intussusception could not 


‘be reduced, and in spite of a lateral anastomosis 


resulted fatally. In the remaining seven, reduc- 
tion was extremely difficult in two, one of which 
died even though lateral anastomosis was made, 
and the other, in which lateral anastomosis was 
not made, death seemed to be due to unrelieved 
obstruction. Of the five in whom reduction was 
accomplished easily, one died suddenly the fol- 
lowing morning with a very high temperature, 
in one three inches of bowel were gangrenous 
and had to be resected, in one four inches of 
bowel were gangrenous and an ileostomy was 
made, and the remaining two, in which reduc- 
tion was easily and quickly accomplished, both 
died of severe toxemia within twenty-four hours 
after operation. 

5. In two instances Meckel’s diverticulum 
was the starting point of the intussusception. 

While this mortality rate, which is close to 
50 per cent, coincides fairly well with most 
statistics from combined private and charity 
practice, it is much higher than should be re- 
corded by men whose work is limited to private 


A 


c/Z 


Fig. 9.—Resection of Meckel’s Di- 
verticulum with transverse closure of 
the opening in the bowel. Death later 
following acute obstruction. 


close to 
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patients, and who have the opportunity of see- 
ing these cases early. The clinical picture in the 
early hours is ordinarily so typical that a mis- 
take in diagnosis is rarely justifiable. The sud- 
den onset of very evident pain in the abdomen 
in a child who has been previously healthy, the 
passage of blood or bloodstained mucus per 
rectum, the presence of an abdominal mass 
which is palpable, combined with nausea and 
vomiting, together make up a picture which 
is so classic that it should not fail of recognition. 
During these early hours, too, 1 have no doubt 
but that reduction of the intussusception is many 
times accomplished by an enema given either by 
the mother herself before a doctor has been 
summoned, or at the hospital by the doctor’s 
orders. But to rely upon this method as an un- 
failing means of relief unquestionably carries 
with it an element of extreme danger, because it 
is very well known by those most experienced 
with intussusception that the greatest part of 
the invaginated bowel can as a rule be easily 
reduced, but that reduction of the last two or 
three inches may be not only extremely difficult 
but even impossible. One cannot be sure, there- 
fore, that an enema even though it contain 
barium and be given under the fluoroscope will 
bring about a complete reduction of these last 
one or two inches of bowel. In fact, many in- 
stances are on record where emergency opera- 
tions have been necessary after reduction has 
been thought to be complete after using these 
more conservative means. 

There is little that need be said concerning 
the emergency relief of strangulated hernias. 
Very often an early incarcerated hernia can be 
reduced without difficulty and without danger 
by careful application of digital pressure with 
the patient in the Trendelenburg position, but 
there is unquestionably danger in applying per- 
sistently the same methods when a very evident 
strangulation of the bowel exists. Here not only 
obstructive symptoms are present but very often 
an inflammatory reaction about the tissues in 
the neighborhood of the hernia. The only safe 
procedure, once an irreducible hernia is recog- 
nized, is immediate surgical operation. This most 
often consists merely in freeing the involved 
loop of bowel, applying heat to it for a short 
period of time, and restoring it to the abdominal 
cavity. At times, however, the vascular changes 
have led to a definite gangrene, a condition de- 
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manding either a bowel resection, or the estab. 
lishment of an ileostomy at the site of gangrene 
without attempting to reduce the loop involved, 
The decision as to the wisest procedure must de. 
pend upon the extent of the local pathology and 
the general condition of the patient. The ae. 
companying illustration, (Fig. 5) is an example 
of a strangulated right inguinal hernia in a two 
weeks old colored baby, where marked cellulitis 
of the tissues was present and the sae was oe. 
cupied by a gangrenous ruptured appendix at. 
tached to a sliding hernia of the cecum which 
was strangulated at the internal ring. The re. 
moval of the appendix, the reduction of the 
cecum to the abdominal cavity, and the esta). 
lishment of thorough drainage led to a prompt 
recovery. (Fig. 6.) 

Meckel’s Diverticulwm is responsible for a 
good share of the abdominal emergencies in 
early life. It may be the starting point of an 
intussusception, as has been previously stated; 
it may be the site of a peptic ulcer which may 
bleed, sometimes to the point of a severe hemor- 
rhage. In this respect, the rectal findings may 
suggest the presence of intussusception, but ac- 
cording to Brennemann the blood which is 
passed from an ulcer in Meckel’s diverticulum 
clots normally, whereas that seen with intus- 
susception fails to clot. Such an ulcer may at 
times perforate, giving rise to a clinical picture 
which very closely simulates that due to a rup- 
tured appendix. In fact most cases of peritonitis 
due to this cause are thought, before operation, 


to Le of appendiceal origin. Then again Meckel’s 


diverticulum may be the cause of bowel ob- 
struction, because the cord by which it is at- 
tached at the umbilicus may wrap itself around 
a loop of bowel, or being free in the abdomen 
may attach itself to a loop of bowel, and thus 
initiate a process which later on obstructs the 
lumen. Very often too, the inflammatory process 
in an acute diverticulitis may result in adhe- 
sions which directly lead to the production of ob- 
struction. I wish to emphasize one point in col- 
nection with the resection of a Meckel’s divertie- 
ulum, whether it be acutely inflamed or normal, 
and that is this: the axis of the resection should 
always be in the longitudinal direction, the opel 
ing in the bowel should always be closed trans 
versely, and it is a very wise plan to avoid the 
likelihood of an obstruction at this site by mak- 
ing a lateral anastomosis immediately around 
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the loop involved. This fact was very forcefully 
brought to my mind during this last year when, 
during a period of four weeks, I operated on 
three children for obstruction due to a Meckel’s 
diverticulum. In two of these after the resection 
a lateral anastomosis was performed with un- 
eventful recoveries in both. (Figs. 7 and 8.) In 
the third ease in which closure of the suture 
line transversely seemed to amply widen the 
diameter of the bowel at this point, an obstruc- 
tion later developed which resulted fatally. 
(Fig. 9.) The experience with this case was 
strongly confirmed not long afterwards when I 
was asked to perform an emergency operation 
during the night on a young woman operated 
on just a week before by one of the gynecolo- 
gists. He had removed a chronically infected 
right tube and ovary to which had been attached 
the fibrous cord leading to a Meckel’s divertic- 
ulum. The diverticulum had also been resected 
and the opening in the bowel closed in the usual 
way. Obstructive symptoms, however, had very 
quickly developed and at the end of a week’s 
time there was fecal vomiting and severe tox- 
emia. Upon opening this distended abdomen 
the obstruction at the original site of the diver- 
ticulum was easily found and a lateral anasto- 
mosis was made around it, with the result that 
the obstructive symptoms were at once relieved 
and an uneventful recovery followed. 

I hesitate very much to say anything about 
ippendicitis inasmuch as that subject has been 
so well covered by the paper of Dr. Vaughn, and 
yet there are one or two things which I believe 
are worthy of emphasis. It seems to me that 
most cases of appendicitis fall naturally into one 
of three groups, each of which ean be fairly 
easily recognized clinically. The first are those 
which from the character of the history, the 
short duration of symptoms, and the rather 
typical physical findings, are very evidently 
cases of acute appendicitis before the stage of 
perforation. The second are those where a per- 
foration has evidently occurred and there has 
formed a localized abscess, which can be easily 
palpated. The third are those in which there has 
been a large perforation or a ‘‘blow out’’ of the 
appendix, with rapid spread of a severe infec- 
tion and all the clinical signs of a more or less 
generalized peritonitis. Concerning the first 
group, there is today no dispute as to the proper 
course of treatment, as it is universally agreed 
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that an appendectomy should be performed at 
the earliest possible moment. Concerning the 
second group, however, there is considerable dis- 
pute as to the best type of treatment. In my 
opinion, these cases are never abdominal emer- 
gencies. In fact experience has taught me that 
only a small per cent of them need operation at 
all, because if we follow a conservative course 
with them we find that most times this palpable 
mass gradually diminishes in size and finally 
disappears altogether, and the appendix can 
safely be removed during the quiescent period 
two or three months later. Occasionally, how- 
ever, the mass continues to enlarge, attempts 
to point either toward the rectum or the anterior 
abdominal wall, the clinical symptoms steadily 
become more pronounced and a drainage opera- 
tion becomes a necessity. This procedure is at 
that time a safe one, as it involves merely a 
puncture bluntly into a bulging mass below, or 
a small incision with the insertion of a drainage 
tube above. Concerning the third group there 
is even a wider variation of opinion. Some very 
good men follow a policy of a watchful non-inter- 
ference with adequate supportive measures. 
Whereas, many other men, equally good, strong- 
ly advocate the opposite procedure, laying par- 
ticular stress on the value of removal of the 
appendix and thorough drainage of the pus- 
filled abdomen. I strongly favor this latter view, 
not because of any theoretical reasons but be- 
cause of practical experience with a considerable 
number of such cases. 

Acute intestinal obstruction of the mechanical 
type is a not infrequent sequel of peritonitis, 
whether its origin be from the appendix, Meck- 
el’s diverticulum, or elsewhere. It is most often 
the result of adhesions which are formed by the — 
acute inflammatory process, and yet it is some- 
times seen following an operation in a clean 
field. The adhesions may involve one or several 
loops of bowel, and they may be broad or nar- 
row, like a fibrous cord. The early recognition 
of the presence of an acute obstruction of this 
type is most important, and is based upon the 
cardinal signs of obstructive ileus with which 
we are all familiar, namely: rhythmic pain, 
persistent vomiting, and obstipation. The x-ray 
will usually reveal loops of small bowel dis- 
tended with gas, and with the stethoscope one 
may hear the high-pitched tinkling sounds 
spoken of as ‘‘borborygmus.’’ Later on the 
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rhythmic pain disappears, the distention stead- 
ily becomes more marked, borborygmus can no 
longer be heard, and the abdomen is silent. If 
the time ever comes when the physician who first 
sees such a case in its early hours will recognize 
the presence of acute obstruction and will 
recommend immediate operation, without delay- 
ing in the attempt to differentiate the possible 
causes of the obstruction, a great step forward 
will have been made, and the mortality rate will 
have been reduced to a level comparable to most 
other acute abdominal emergencies. 

In conclusion, I wish to say that these re- 
marks are in no way intended to cover com- 
pletely the field of acute abdominal emergencies 
in infancy and childhood, but are rather some 
of the lessons I have learned from experience. 
They are presented in the hope that they may 
be of service to others who are engaged in work 
in this field. 

700 North Michigan Avenue. 





HAY FEVER PLANTS AND HAY FEVER 
POLLEN IN ILLINOIS* 
O. C. DurRHAM 
NORTH CHICAGO, ILLINOIS 


Local studies of hay fever flora have been 
made in a number of large cities, but in only a 
few instances have intensive state-wide surveys 
heen attempted. Heretofore Illinois has not been 
studied as a state, although considerable work 
has been done in Chicago. The character of the 
existing information on Illinois hay fever plants 
may be judged by the statements in a book writ- 
ten more than ten years ago that yellow foxtail 
grass is the most important cause of spring hay 
fever in the state and that cocklebur is more 
important in fall hay fever than giant ragweed. 
General statements made by writers who have 
only text-book information on conditions pre- 
vailing in Illinois, are certainly of little help to 
the busy physician in need of detailed informa- 
tion. 

That Illinois lies in the midst of the ragweed 
area is in itself reason enough for a careful 
study of the hay fever situation in the state. 
The results of such a study need not complicate 
the work of treating hay fever but will for the 
most part, tend towards simplification by ap- 


*From the Biological Laboratories of Abbott Laboratories. 
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proaching the proper evaluation of known hay 
fever plants and their pollens. 

Method. The dates of pollination of the 
various plants are determined by field observa. 
tion, by practical experience in collecting the 
pollen, and by the appearance and disappear- 
ance of the pollen from the air, as determined 
by pollen slides. The geographical distribution 
of species has been studied over a period of eight 
years during which time observations have been 
made in all cities of 10,000 population or more, 
and in seventy-five of the one hundred and two 
counties of Illinois. The relative importance of 
the various pollens in hay fever is judged by 
quantitative studies of the pollen content of the 
air conducted in St. Louis, Chicago and the sub- 
urbs of Chicago. Details of the Chicago survey 
were published in the May issue of the Illinois 
Medical Journal. 


The percentage of various pollens found on 
pollen slides * as indicated in accompanying fig- 
ures must not be regarded as an infallible index 
of the contact of the sensitive patient with pol- 
len. The slides have been exposed in the cities, 
usually on top of tall buildings. They record the 
proportions of the various pollens falling out of 


the upper air but not necessarily the exact pro- 
portions which would be encountered near the 
ground in the suburbs or in the country. Those 
air-borne pollens which are comparatively 
heavy, such as grass pollens, are certainly more 
numerous in the country and near their sources 
of production than my figures would indicate. 


THE STATE 


Illinois is an agricultural state. Most of the 
land is arable and a large proportion under cul- 
tivation. Farm woodlands are found in most of 
the counties, but there are no large forest areas 
where weeds cannot and do not thrive. Most of 
the population of Illinois is included in city ané 
suburban areas, but most of the pollen is pro- 
duced in the country districts. This is proved by 
the fact that the pollen content of the air is 
greater in the smaller cities, and usually twice 
as much in the country as in the center of the 
large cities. The most significant situation af- 
feeting pollen production in Illinois is the large 
amount of land (six million acres) devoted to 

*Oil coated microscope slides are exposed, face up, in selected 
locations usually for twenty-four hours (8 A. M. to 8 A .M.). 


Pollens are counted under the microscope on a unit area of the 
slide—1.8 sq. cm. 








Ine, 1933 


wn hay 


of the 
bserva- 
ing the 
appear- 
rmined 
ibution 
of eight 
ve been 
r more, 
nd two 
ance of 
ved by 
; of the 
he sub- 
survey 
‘llinois 


ind on 
ng fig- 
index 
th pol- 
cities, 
rd the 
out of 
t pro- 
ar the 
Those 
tively 
more 
yUrees 
ate. 


f the 
r cul- 
ost of 
areas 
ost of 
y anc 

pro: 
ed by 
ir is 
twice 
f the 
n af- 
large 
xd to 


lected 
.M.). 
of the 

















June, 1933 


the production of wheat and other small grains. 
Corn fields are not usually weedy, but almost 
every acre of stubble land produces a heavy 
crop of ragweed between harvest and frost. Add 
to this, the large amount of pasture and meadow 
land where ragweeds are often allowed to mature 
and the neglected areas such as river bottoms, 
roadsides, and railroad right-of-ways, and the 
total is a staggering area—estimated at not less 
than one-fourth of the state. 

In Chicago, East St. Louis, and a few of the 
other larger cities, there are large tracts of waste 
land, particularly in subdivisions and manufac- 
turing districts. These areas are usually more 
evident and more unsightly than the weedy stub- 
ble fields in the country. They constitute a very 
definite menace to the people living near them, 
but their total area is small compared with the 
whole area of the state—much less than one per 
cent. If all such weedy areas in the cities could 
be eliminated by concerted effort, the effect on 
the pollen content of the air even in the cities, 
would be but slight. The smaller cities and 
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towns have almost no waste land and very few 
weeds, so pollens of the smaller cities and towns 
are the pollens blown into them from the coun- 
try. 

The hay fever plants of Illinois are much the 
same as those of the surrounding states. The 
flora of southern Illinois resembles that of Mis- 
souri. The amount of pollen and the kinds and 
proportions of the various pollens found in the 
air are very comparable in Illinois, Indiana, 
southern Michigan, eastern Missouri and lowa. 

The Seasons. The three distinct pollen seasons 
in Illinois are shown on Figure 1. The curve is 
plotted from pollen counts made in Chicago, 
where the beginning of the tree season is at least 
three weeks later than in the southern part of 
the state, and the grass season two weeks later 
than in the southern part of the state. Ragweed 
dates are almost identical for central and north- 
ern Illinois, as proved by studies at St. Louis 
and Chicago. (See Figure 3.) But in the extreme 
southern end of the state, the onset of the rag- 
weed season is a few days later and the termina- 
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Fig. 1: The assigned seasons, as shown at the top of the Figure, apply to the State as a whole. Necessarily, 
the beginning of the tree season varies with the latest latitude and is at least three weeks later in the northern end 
of the state than in the southern end. The graph records the daily total of all pollens found on atmospheric slides 
exposed in Chicago during 1932. The notations for elm, cottonwood, etc., indicate the predominating pollen in the 


air at that time. This graph is fairly typical for the state except as noted above. 
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tion a week or ten days later than shown on the 
graph. 

Trees and Shrubs. Favorable weather in Feb- 
ruary will cause the maples, elms and hazelnuts 
to begin to pollinate in the southern part of the 
state, and unfavorable weather may delay pol- 
lination in the northern counties until the first 
of April. Not only the time of pollination, but 
the quantity of pollen produced by the trees is 


smal! 
elder 
len i 
wood 
short 


are not nearly so abundant in IIlinois as in states 
where there are large areas of forests. The bulk 
of tree pollen found in the air in Illinois is from 
the oaks, of which there are a number of Species 
in the state. Walnut and hickory pollen are 
fairly abundant. Elm pollen is very light and Gr 
when the season is favorable, large quantities of 
it are found in the air, for a brief season. Cot. 
tonwood, maple and elm are much planted as 
street and yard trees. The maples shed only a 


week: 
and ¢ 
of th 


much influenced by rain and cold. Tree pollens grass 


TABLE 1. 


HAY FEVER PLANTS OF ILLINOIS 








Common Name 


TREES 
More Important 
. Oak 
. Cottonwood 
3. Ash 
. Maple 
. Elm 


Less Important 
. Box Elder 
. Walnut 
. Hickory 
. Sycamore 
. Tree of Heaven 
GRASSES 
More Important 
1. Bluegrass 
2. Timothy 
3. Orchard Grass 
4. Redtop 
5. Canada Bluegrass 
6. Corn 


Less Important 
1, Bermuda Grass 
2. Quack Grass 


3. Broom Sedge 


WEEDS 
More Important 
1. Short Ragweed 


2. Giant Ragweed 


3. Southern Ragweed 
4. Burweed Marsh Elder 


Less Important 

1. Cocklebur 

2. Marsh Elder 

3. Lamb's Quarters 

4. Pigweed 

5. Spiny Amaranth 

6. Western Water Hemp 
7. Hemp 

8. Russian Thistle 


9. Red Sorrel 
10. English Plantain 
11. Tall Wormwood 


Cable 1: The classification as “Mo 


Botanical Name 


Family 


Pollinating 
Season 


Distribution 


Remarks 





Quercus spp. 
Populus spp. 
Fraxinus spp. 
Acer spp. 

Ulmus americana 


Acer negundo 
Juglans nigra 
Hicoria spp. 
Platanus occidentalis 
Ailanthus glandulosa 








Poa pratensis 
Phleum pratense 
Dactylis glomerata 
Agrostis palustris 
Poa compressa 
Zea mays 


Capriola dactylon 
Agropyron repens 


Andropogon spp. 





Beech 
Willow 
Holly 
Maple 
Nettle 


Maple 
Walnui 
Walnut 
Plane 


Ailanthus 


Grass 
Grass 
Grass 
Grass 
Grass 
Grass 


Grass 
Grass 


Grass 


May 
Mar.-April 
Apr.-May 
Feb.-Mar. 
March 


April 
May 
May 
Apr.-May 
June 





Statewide 
Statewide 
Statewide 
Statewide 
Statewide 


Statewide 
Statewide 
Statewide 
Statewide 
Locally in cities 





Much pollen 

Common street tree 

Much pollen 

Small amount of pollen 
Moderate amount of pollen 


Pollen not buoyant 
Much pollen 

Much pollen 

River banks, streets 
Small amount of pollen 





May-June 
June-July 
May-June 
June-July 
June-July 
June-Aug. 


May-July 


June 


Aug.-Sept. 


Statewide 

Statewide 

Locally and in cities 
Statewide 

North 

Statewide 


Extreme south 
North 


Center and south 


Most common grass 
Heavy producer 

Heavy producer 

Moderate amount of pollen 
A prairie grass 

Pollen not buoyant 


Important when abundant 

Common on moist prairie; little 
pollen 

Uplands; small amount of pollen 





Ambrosia elatior 
Ambrosia trifida 


Athbrosia bidentata 
Iva xanthifolia 


Xanthium spp. 

Iva ciliata 
Chenopodium album 
Amaranthus retroflexus 
Amaranthus spinosus 
Acnida tamariscina 
Cannabis sativa 
Salsola pestifer 





Rumex acetosella 
Plantago lanceolata 
Artemesia caudata 














Ragweed 
Ragweed 


Ragweed 
Ragweed 


Ragweed 
Ragweed 
Chenopod 
Amaranth 
Amaranth 
Amaranth 
Nettle 
Chenopod 


Dock 
Plantain 
Composite 


Aug.-Sept. 
Aug.-Sept. 


Aug.-Sept. 
Aug.-Sept. 


Aug.-Sept. 
Aug.-Sept 

July-Sept. 
July-Sept. 
July-Sept. 
July-Sept. 
July-Sept. 
July-Sept. 


May-June 
June-July 





Aug.-Sept. 








Statewide 
Statewide 


Southern }4 III. 
Chicago district 


Statewide 

Locally in south 

Statewide 

Statewide 

Locally in south 

Locally in southwest 

Locally in northwest 

Locally in Chicago 
area 

Statewide 

Statewide 

Shores of Lake Mich. 








Most important hay fever plant, 
in Illinois 

Almost as important as short 
ragweed 

Very abundant in southern III. 

Large amount of pollen produced 


Small amount ot pollen 
Moderate amount of pollen 
Small amount of pollen 

Small amount of pollen 

Small amount of pollen 

In wet fields, produces copiously 
Large amount of pollen produced 


Small amount of pollen 
Moderate amount of pollen 
Not abundant 

Rare except near Lake Michigan 








re important” and “Less important” is necessarily somewhat arbitrary. The 





ass.gned rank applies only within the group and has no comparative meaning between groups. 
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gnall amount of pollen except in the case of box 
elder (maple family), and even box elder pol- 
len is heavy and does not carry far. Cotton- 
wood produces abundantly, but the season is 
short. 

Grasses. The grass season begins about two 
weeks before the termination of the tree season, 
and ends about three weeks before the opening 
of the ragweed season. Most of the atmospheric 
grass pollen in Illinois is produced by bluegrass, 
(Poa pratensis) and timothy, (Phlewm pra- 
tense). Both are regarded botanically as weeds. 
They are more abundant and as widely dis- 
tributed as ragweed and are both good produc- 
ers of pollen, but their pollen is much less buoy- 
ant than that of ragweed. Orchard grass, 
(Dactylis glomerata) which comes into bloom a 
few days later than bluegrass, is also a profuse 
pollinator but can hardly be classed as a weed. 
It is rather uncommon except in suburban areas. 
Redtop (Agrostis palustris) is widely distrib- 
uted as it is often planted with bluegrass and 
timothy. It pollinates with the latter. Canada 
bluegrass (Poa compressa) is common in the 
northern half of Illinois, where it is often found 
with quack grass (Agropyron repens) on 
prairies. Canada bluegrass sheds a fair amount 
of pollen, while quack grass produces only 
meagerly. Bermuda grass is a possible factor 
in the extreme southern part of Illinois. 
Throughout the southern half of the state, 
various species of bluestem (Andropogon), or 
broom sedge, are common prairie grasses. They 
pollinate during the ragweed season but are of 
doubtful importance. 
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The cereals, except corn, are of no consequence 
in hay fever, on account of the small amount of 
pollen matured. Corn pollen is shed in enormous 
quantities during July and August, but the 
granules are so large and heavy that very few of 
them get into the upper air. The possibility of 
corn pollen sensitiveness in persons working in 
or living near a corn field should not be over- - 
looked, especially if they are known to be sensi- 
tive to other members of the grass family. 

Ragweeds and their Relatives. The outstand- 
ing importance of ragweed pollen in hay fever 
in Illinois is attested by the abundant state-wide 
distribution of the various ragweeds, the over- 
whelming proportion of ragweed pollen in the 
air (see Figures 1 and 2), and the clinical ex- 


- perience of physicans treating allergic diseases. 


The ragweed pollen crop is influenced most by 
the amount of rainfall during July. Conditions 
at this time determine the luxuriance and size of 
the plants. The serious drought in 1930 re- 
sulted in a comparatively small pollen crop and 
delayed the onset of the season about two weeks, 
but did not extend the season beyond the usual 
time. On any given day during the ragwood 
season the amount of pollen in the air is largely 
determined by the velocity of the wind. The 
maximum contamination of the air in Illinois 
with ragweed pollen usually occurs on warm 
days with high southwest winds. In Chicago, 
on account of the lake, wind direction is more 
important than wind velocity. Rain seldom in- 
terferes seriously with ragweed pollination. 
Short ragweed, (Ambrosia elatior) is found 
growing abundantly in all parts of the state. 


RELATIVE ABUNDANCE OF FALL POLLENS 
DATA FOR AUGUST ANDO SEPTEMBER 1932 


CHICAGO 

ST. Louis 
KANSAS CITY 
IOWA CITY 
MILWAUKEE 
DETROIT 
INDIANAPOLIS 
LOUISVILLE 
MEMPHIS 


MH Racweeo EB Cuenopon ano AMARANTH 


Grass 
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_ Figure 2: This graph is plotted from the total number of all kinds of pollens found on daily pollen slides, exposed 
= these cities during August and September by the U. S. Weather Bureau. The overwhelming proportion of rag- 
weed pollen in Illinois and surrounding states is very evident. Please note that these proportions do not apply 


to the whole season but only to the fall. 





ILLINOIS MEDICAL JOURNAL 


June, 1933 





E 











v, 








2 















































| 





| 












































/ARD | OF Al 





| —i—P 
|e eopen 





ee ad bee of ae mt * 

















—— 














oe —* 





| per! clusic 


“he, 























POLLENS 














/ 


a4. \/ 


~ 








7 Pte 


‘. 








4 


i” 







































































== 2 V7 


Pe 1d 







































































he 
fl, a 


re 





0 12 14 18 20 22 24 26 28 30 


AUGUST 








. 


a 
3S 7 SF WwW 23 25 a 


SEPTEM 


IS 


7 al 
BER 


Figure 3: It is interesting to note that over so large an area as here embraced the onset, apex and termination of 
the ragweed season is so similar. The amount of pollen in the air throughout the country districts of Illinois is 
known to be greater than the averages found in the center of St. Louis and Chicago. Maximum concentrations are 


sometimes twice as high as these average figures. 


While thriving best on recently tilled land, it 
will retain a foothold for a number of years in 
meadows and is the first weed to spring up in 
almost any neglected spot. Giant ragweed, 
(Ambrosia trifidd) is found in all parts of the 
state of Illinois, but is not found in dry soil and 
is not common in fields. Ditches, river banks, 
and moist soil are favorable for heavy growths 
of this largest member of the ragweed family. 
IIere it produces much more pollen than short 
ragweed. It begins to pollinate about ten days 
in advance of short ragweed and continues to 
produce until the end of September. Its season 
of greatest activity is about the third week of 
August. These two common ragweeds furnish 
more than ninety-five per cent of the pollen in 
the air during the fall in the north, central and 
eastern states. 

Throughout the southern half of the state a 
third ragweed—southern ragweed, (Ambrosia 
bidentata) is widely distributed. This plant is 


also known as lance-leaved ragweed or road- 
weed. It grows in the same locations as short 
ragweed but is able to thrive with less moisture. 
It is found in stubble after the grain has been 
harvested, in pastures and particularly on dry 
prairies. Southern ragweed is very common in 
Washington County. Its season of bloom is about 
August 20 to September 10. During this time it 
doubtless contributes a fair proportion of the 
ragweed content of the air in the southern half 
of the state. 

Cocklebur, also a member of the ragweed 
family, is found throughout the state, but sel- 
dom grows in large areas. The plant is not a 
heavy producer of pollen and cannot be consid- 
ered of much importance, compared with other 
ragweeds. 

Two other ragweeds, both of which are of only 
local importance are marsh elder, (Iva ciliata) 
and burweed marsh elder, (Iva xanthifolia) 
otherwise known as giant poverty weed *! 
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prairie ragweed. The former is found in moist, 
low lands along the Mississippi and Ohio Rivers. 
It is common at East St. Louis and at Cairo, 
and it is reported from Hancock and Union 
counties. Burweed marsh elder is common in 
Illinois only in Chicago. 

Closely related to the ragweeds are the 
various sages (wormwood or mugwort), a num- 
ber of species of which were formerly common 
on our prairies. Cultivation has almost entirely 
destroyed the sages. Occasionally specimens may 
be found on railroad right-of-ways and other 
virgin soil, but while the pollen is very toxic 
it is almost of no importance in Illinois. In 
very sandy soil along Lake Michigan, one 
species of sage—tall wormwood (Artemisia 
caudata) is a possible local factor, and in a few 
places in the southern part of the state annual 
sage (Artemisia annua) grows in sufficient quan- 
tity in very restricted areas that it could affect a 
few persons. 

Sunflowers are very common in some places 
in the larger cities, and because of their botanical 
relation to ragweed, should not be entirely over- 
looked. Their pollen is a possible factor within 
a short range of heavy growths of the weeds. 
Other ragweed relatives (composites) whose pol- 
len is very heavy and under ordinary conditions, 
is not found in the air are goldenrod, aster, 
daisy, dandelion and cosmos. 

Weeds of Secondary Importance. Aside from 
the ragweeds, there are no weeds of major im- 
portance in the state. Specimens of Russian 
thistle, which is so important in the Upper 
Missouri Valley, may be found in various parts 
of Illinois particularly in sandy soil, but the 
weeds are not numerous enough to be impor- 
tant, except in a very restricted area near Lake 
Michigan. Lamb’s quarters is widely distributed 
and abundant and has given considerable atten- 
tion because it belongs to the same botanical 
group as Russian thistle. It is especially com- 
mon in the larger cities, but it sheds only a 
relatively small amount of pollen. Skin reac- 
tions are seldom obtained with lamb’s quarters 
pollen except on individuals who have lived in 
Russian thistle territory. Pigweed is also com- 
mon in gardens and rich fields, but like lamb’s 
quarters, is a poor producer of pollen. Western 
water hemp, a member of the same family as 
pigweed, is found in moist fields in the south- 
western part of the state. It is an abundant 
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producer of pollen, but is not widely distributed. 
Spiny amaranth, also a relative of ptgweed, and 
a fair producer of pollen, grows only in very 
rich soil and is of only minor local importance in 
the southern counties. It is fairly common in 
Williamson County. 

Red sorrel, a member of the dock family, is a 
common prairie plant, often quite troublesome 
in grass land and pastures. It yields a fair 
amount of pollen during the grass season, but 
the pollen seldom gives skin reactions. During 
the same season, English plantain (Plantago 
lanceolata) is in bloom. Its pollen is known to be 
toxic but the plant is not nearly so common in 
Tllinois as in the eastern states. Hemp, (Can- 
nabis sativa) is found in moist, sandy soil along 


TABLE 2.—RAGWEED POLLEN CROP FOR 
ST. LOUIS AND CHICAGO 


1930 1931 1932 
Chicago 3046 5018 6020 
Sie Bagis. cc ciivcecnensce clue 3487 5573 8619 


Table 2: These figures represent the total pollen num- 
ber of ragweed granules found on daily pollen slides ex- 
posed throughout the season at St. Louis and Chicago 
by the U. S. Weather Bureau. 


the Mississippi River in northern Illinois, where 
in a few locations it is more common than giant 
ragweed. As the pollen is known to be toxic and 
important where abundant; it should be consid- 
ered as a possible cause of allergy in Whiteside 
and Carroll Counties. 


SUMMARY 


1. Ragweed is by far the most important 
source of hay fever pollen in Illinois. 

2. Most of the ragweed pollen in Illinois is 
produced from grain fields between harvest and 
the fall plowing. 

3. The ragweed season in Illinois is uniform 
for the northern two-thirds of the state—Au- 
gust 10 to September 30—and slightly later in 
the extreme south. 

4, Southern ragweed is an’ important hay 
fever plant in the southern half of the state. 

5. Grass pollen is less abundant and less im- 
portant than ragweed pollen. 

6. Tree pollen is much more abundant than 
grass, but much less important. 

7. July rainfall determines largely the vol- 
ume of the ragweed pollen crop. 
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FOREIGN BODIES IN THE RECTUM 
Myer M. Marset, M.D. 
CHICAGO 

Because of rarity of such cases and because 
of a report under similar heading which ap- 
peared some time ago in the ILLINois MepIcaL 
JouRNAL, I thought it might be of importance 
to report this case which is rather unique from 
the history obtained from the patient. 

Responding to an emergency call about four 
o’elock A.M. to rush prompt aid and relief, to 
a patient in severe, excruciating pain from 
some unknown cause, I hurriedly arrived at 
patient’s home and bed, where I found the 
patient doubled up with pain with plenty of 
blood stains and fecal particles all over the 
bed and the patient himself pointing with his 
finger to the rectal region indicating the source 


of his present suffering. The patient could not 
state the reason, cause or the nature of his im- 
mediate condition asserting only that the pres- 
ent pain came upon him suddenly awakening 
him from his sleep about an hour ago or so. 


A gloved finger rectal examination of the 
lower bowel revealed a hard long sharp ob- 
ject lying across the rectal canal with its 
longest dimension crossways. 

Due to a spasm of the sphincter ani below, 
the foreign body with its sharp long end oppo- 
site ends was tightly engaged in the soft struc- 
tures of the walls of the rectum producing 
trauma and hemorrhage with each straining 
for frequent defecations with no _ possible 
chanee for the examining finger to move it in 
any direction, sideways, downward or upward 
in the direction of long exis of the rectal canal. 

A hypodermie injection of morphine sul- 
phate gr. 14 and atropine sulphate, gr.1/100, 
was admistered immediately, some olive oil was 
procured from the kitchen cabinet, confiscated 
for immediate use and freely introduced into 
the rectal canal, previously placing the patient 
in the knee-chest position, so as to secure the 
free and downward distribution of the olive 


June, 1933 


oil by gravity. With gloved hands a hemostat 
was placed at one end of the foreign body and 
a tissue forceps at the other end, manipulating 
the offender to and fro, using the gloved 
finger as a guide so as not to perforate the 
soft wall of the bowel. I finally succeeded in 
dislocating the foreign body from its fixed 
position into the long axis of the rectal canal 
and finally instrumental delivery was accom- 
plished with comparative ease, without any 
further injury to the inner walls or external 
structures. When removed it proved to be a 
hard meat bone about three inches long with 
sharp irregular edges. 

The patient, a man about forty years of age, 
could not explain the presence of this offender 
in the form of a meat bone in his lower anat- 
omy nor could be think of any possibility how 
it could have gained entrance into such a sensi- 
tive place as the lower bowel, but the supposi- 
tion was made that perhaps it was the bone of a 
small round steak he ate a few days before in 
a downtown restaurant. He thought that he 
must have swallowed it, not being conscious 
of the faet, as he was engaged in a hot and 
exciting conversation with his fellow neighbor 
at the dining table. 

The patient made an uneventful recovery. 

3267 S. Halsted Street. 





TO A SURGEON 


I never knew a pair of hands 
Could mean so much to me. 

I looked them over once or twice, 
To judge their capability. 


They’re large and strong, I’m very sure, 
And, yet, so kind and true, 

That they can make an ailing frame, 
Quite as good as new. 


They brought to me a strengthening 
Of faith and hope and such, 

A comforting assurance, 

{ found within their touch. 


And so, I gave into their charge 
This body, ill, of mine, 
Without a single, tiny doubt 
Of their mastery divine. 


And now that it’s all over, 

And the mists have cleared for me, 
I wish to pay this tribute 

To those hands—and surgery. 


Extia K. CHEESMAN 
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WHAT CAUSED THIS PSYCHOSIS AND 
WHY THIS TYPE OF PSYCHOSIS? 
C. E. Mayos, M.D. 
Medical Staff, East Moline State Hospital 


EAST MOLINE, ILL. 


S. T. A. Aged 20, single, two years high school. 
Home broken wm boyhood on account of an alco- 
holic father. There is also an alcoholic history of 
his paternal grandfather and several uncles. Pa- 
tient was in an orphan asylum for about seven 
years. Finally was given a home by his grand- 
mother at Quincey, Illinois. Nothing unusual 
happened in his early boyhood. Boyhood occu- 
pation was shifting ; finally he fell for the glamor 
of travel and joined the army in 1929. He was 
sent to the Philippine Islands. Army life un- 
eventful. He drank very little but smoked cig- 
arettes to excess and was in army hospital at Fort 
Mills, P. I. for a short time in 1931. The nature 
of his illness was not clear but appeared to be 
physical. On the next report the patient seemed 
to be having some kind of a mental upset on the 
evening of September 12, 1932, at Fort Sheri- 
dan. After a month’s observation by the Army 
Medical Officers, patient was transferred to the 
East Moline State Hospital. 


On admission his face was a veritable kaleido- 
scope of expressions. One minute serious, stern, 
almost threatening, with fiery eyes and a stiff 
chin. Then suddenly changing into a broad 
smile to be in a few minutes transformed into 
one of extreme thoughtfulness. Eyes looking up- 
ward, mouth half open as if in prayer. Patient 
was living in a world of his own making, re- 
acting only toward his inner thought life. His 
consciousness could not be entered. At times he 
performed many grimaces and assumed many 
peculiar positions such as holding his arms as 
if aiming a gun and pulling the trigger. He hal- 
lucinated freely. 

As time went on patient became more quiet. 
Ilis manner was usually one of apathy and dis- 
interest to his surroundings. Only when old 
memory patterns were aroused for an old girl 
classmate did he show any emotion and then he 
cried and admitted that he was desperately in 
love with this girl friend of high school days. 
At these times he seemed like Dante’s famous 
lover ‘Blown ’round hither and thither in an 
infinite void.’’? Following is a copy of a recent 
letter he wrote to this girl friend of other days: 
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Miss R. 8. I am in love with you. I am in love 
so much with you I don’t know what to do with- 
out you. I love you and your own mother and 
1 want to love you. I will let you be in my arms 
always and I know you will help me. I love you 
and I know you will keep me company always 
and I certainly will. Only you I love, you and 
you. You are only in my arms forever. I am 
yours forever. I will always help you. 

I love you my darling. I will help you. I will 
help you. I will help. I will keep you. I will 
fight for you? I will help you. 

Your’s forever, 
I love you S. T. A. 

P.S. I still look like C. C. and I certainly am 
in love. You will please let me love you. I love 
my country. I love you. I love you and I will 
obey you. I will never leave home. I will never 
leave you at night. I will let you never hurt me. 
I will not disobey you the rest of my life. 

Your loving—S. T. A. 

P.S. I still look like you. 

This is a fairly typical case of Schizophrenic 
reaction—that personality disorder which is fill- 
ing and overflowing our private and state insti- 
tutions with a continuous stream of wrecked hu- 
manity. The etiology, we know not. Volumes 
of arm-chair theories have been written, volumes 
will continue to be written and we are not so 
sure that in the final analysis the whole question 
of etiology will not go back to evolutional de- 
velopment. 

The human brain seems pitifully infantile to 
cope with the complex problems of modern life. 
Man’s central nervous system, since he acquired 
the higher functions of consciousness and rea- 
soning, has not kept pace with his environmental 
changes. Most of our ‘‘ Model T’’ brains are not 
adapted to the high speed which we are forced 
to run them in our present everyday struggle 
of mere living. In other words, as it has been 
so aptly stated ‘‘Our social inheritence has out- 
run our germinal inheritance. ”’ 

It may be merely the battery—an endocrine 
affair or a chemical reaction defect in the cells 
themselves. Probably we will never know until 
we have developed laboratory methods to detect 
pathology in the living cells as well as the dead. 

What are we to do about the treatment of 
dementia praecox? Is there nothing we can do 
until we work out the etiology? Certainly, and 
here is where every parent, school teacher, col- 
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lege professor, nurse and physician can do his 
bit. We must try and get hold of the schizo- 
phrenic youth before he throws his engine into 
high and tries to climb hills and go places he 
has no business attempting. 

Many of them can run along on the level in 
their routine way without a break—and that is 
what they should be taught to do. We must at- 
tempt to devise ways and means of helping those 
whose brains are not modelled to carry their 
burdens alone. The shy, nervous, sensitive in- 
dividuals must be encouraged to talk over their 
difficulties freely and frankly and be encouraged 
to meet life’s problems face to face the best they 
ean and not withdraw into a brooding, seclusive, 
daydreaming world of their own. 

Dementia praecox is the big, psychiatric prob- 
lem now and for the future. 





OWNERSHIP OF ROENTGENOGRAMS 

The question whether the roentgenograms of a hos- 
pital patient belong to the patient or to the hospital was 
answered by a court for the first time, so far as is 
known, in Hurley Hospital v. Gage, decided on appeal, 
April 21, by the circuit court for the county of Genesee, 
Mich. The patient had been roentgenographed in the 
roentgenographic department of the Hurley Hospital at 
Flint. The usual charge for the service was included 
in the patient’s bill. He made a payment on account 
but refused to pay the charge for roentgenographic 
service unless the roentgenograms were delivered to 
him. The hospital refused to deliver them and sued the 
patient for the balance due. In the justice’s court 
where the suit was instituted, judgment was given 
against the hospital. The hospital, however, because 
of the principle involved, appealed to the circuit court 
of Genesee County. At the hearing on the appeal, no 
one appeared on behalf: of the patient and the case was 
heard and judgment rendered without the submission of 
evidence or argument by him. In giving judgment, the 
court pointed out that the hospital sold and patients 
paid for, not the material that went into roentgeno- 
grams, but knowledge and experience. The protection 
of the hospital might depend largely on the proper 
preservation of the roentgenograms and, said the court, 
the films should remain with the hospital. Judgment 
was given against the patient for the balance due on his 
bill, covering the amount charged by the hospital for 
the roentgenograms. 


MODERN EFFICIENCY 


The big hardware man was interviewing his daugh- 


ter’s suitor. 

“T regret I cannot see my way clear to allow you to 
riarry my daughter at present, but give me your name 
and address and if nothing better turns up in the near 
future you may hear from us again.” 
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TAXES WITHOUT END 


Tax his head, tax his hide, 

Let the government officials ride. 
Tax his cow, tax his pig, 

Tax his horse and tax his rig. 
Tax his houses, tax his lands, 
Tax the blisters on his hands. 
Tax his Ford and tax his gas, 
Tax the road that he must pass. 
Tax the pay roll, tax the sale, 
Tax his hard-earned paper kale. 
Tax his pipe and tax his smoke, 
Teach him government is no joke. 
Tax the water, tax the air, 

Tax the sunlight if you care. 

Tax the living, tax the dead, 
Tax the unborn ere they’re fed. 
Tax his coffin, tax their shrouds, 
Tax their souls beyond the clouds. 
Tax them all and tax them well, 
Tax them to the gates of hell. 





TRUE, TOO TRUE! 
Old lady (on train platform)—“Which platform for 
the London train?” 
Porter—“Turn to the left and you'll be right.” 
“Don’t be impertinent, young man.” 
“All right, then, turn to your right and you'll be left!” 
—Tit-Bits. 





HE WONDERED 
“My dear,” called a wife to her husband in the next 
room, “what are you opening that can with?” 
“Why,” he said, “with a can-opener. What did you 
think I was doing it with?” 
“Well,” replied his wife, “I thought from your re- 
marks that you were opening it with a prayer.” 


“IT see you're letting your little son drive the car.” 


“Yes, he’s still too young to be trusted as a pedestrian.” 


—Mouthpiece. 





SMALL TOWN STUFF 
Boy: I was just going to say what a nice joint you 
have here.—Texas Longhorn. 





“Well, what do you think of my game?” said the en- 
thusiastic golfer to his girl-friend. 

“Oh, it’s all right,’ replied the little darling, “but I 
still prefer golf.”’—College Humor. 
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june, 1933 SOCIETY PROCEEDINGS 


Marriages 





Society Proceedings 






WINNEBAGO COUNTY Herbert Spencer Sarnoff to Miss Beatrice 


On May 3 the Winnebago County Medical Society ; : 
and the St. Anthony’s Hospital Staff of Rockford put Diamond, both of Chicago, March 22. 
on a Clinic Day which started at 8:30 in the morning Arthur D. Wilson, Carrollton, Ill., to Miss 


- continued through the evening, with a capacity at- Gudrun O. Birger of Chicago, in Champaign, 
tendance. 
Apri ; 

Uta inh ee OO 
rector of the Rockford Municipal Sanitarium, devoted 
an hour to a presentation of Chest cases. 

Dr. James G. Carr, Professor of Medicine, North- Pe 1 
western Univ., conducted a Clinic on Cardiology from ersonals 
9:30 to 11:00 A. M. 

Dr. Max Wein, Professor of Dermatology, Illinois, 
gave a Clinic of Skin cases from 11:00 to 12:15 P. M. 

The Sisters of St. Anthony’s served a Buffet luncheon 
at the Hospital at 12:30. 


- h ; , 
Dr. Philip H. Kreuscher, Professor of Orthopedic Dr. Francis L. Foran gave a paper on “‘Al- 


Surgery, Northwestern University, conducted a Dry os e : 
Clinic of Bone and Joint cases from 1:30 to 3:00 P. M. lergy’’ before the Scott County Medical So- 
ciety, Davenport, Iowa, on May 2. 
















Dr. George B. Lake was invited to address 
the First Methodist Chureh of Urbana Sunday 
morning, May 7, on ‘‘ Mental Hygiene.”’ 









Dr. Jchn A. Wolfer, Professor of Surgery, North- 
western, presented a Surgical Clinic from 3:00 to 5:00 
PM. Dr. Nelson M. Perey gave an address on 

Dr. Theodore Lang, Pathologist to St. Anthony’s “‘Goiter’”’ before the Will-Grundy County Medi- 
Hospital and Dr. Harold D. Palmer, Pathologist to cal Society at Joliet, May 3. 

Rockford Hospital, showed a very interesting Exhibit 
of Pathological Specimens. 


At 6:00 o’clock_a Banquet was held at the Elks Club. 








Dr. Stanley Gibson addressed the Clinton 
County Medical Society, Clinton, Iowa, on 


The evening paper was given by Dr. Andrew B. May 4. 
Rivers, Department of Internal Medicine, Mayo Clinic, ; 
on “The Cansns of Vending of Ginod” Dr. R. K. Packard gave a talk on ‘‘ Medical 
see é' f ; 
The Clinic was attended by 154 Doctors from the oe * the Annual shag of Henry 
surrounding territory; 71 attended the Banquet, and 92 County Medical Society, Kewanee, May 4. 
the evening paper. 
The day was a success from every standpoint Dr. Hugo Deuss spoke over WGN, May 10 on 
y . C . ° " ec. 5% 
ia . ; ‘ ; . the subject, ‘‘The Source of Tuberculosis in the 
e Winnebago County Medical Society has a meet- Various Age Groups,’’ under the auspices of 


ing every Friday noon at which time the program is 3 P 7 
furnished by local members with an attendance of 30 the Chicago Tuberculosis Institute. 


to 55. In addition Dr. Palmer of the Rockford Hospital ' : ; 
Staff conducts a Pathological Conference every Friday The Michael Reese Internes’ Alumni and 


morning from 8:00 to 9:00 o'clock with an attendance Hospital Staff Association held its annual re- 
of 40 to 60 Doctors and on Thursday mornings Dr. ynion on May 18. The program consisted of 
Lang, of St. Anthony’s Hospital Staff conducts a Path- surgical clinics, ward walks, a pathology con- 
ological Conference from 8:00 to 9:00 o’clock with an ; : ee 

ference, laboratory and tumor clinic demon- 


attendance of 25 to 35 Doctors. ‘ : : , 
strations and medical motion pictures. 



















Once a month we give a program in the evening, to 
which outside speakers are invited to give papers and 
clinics. At the monthly program we have an average On May 1, Tne, ee rene Se =e oe 
pointed Chief Surgeon of the Chicago and 


attendance of 75 or better. This program is always 
preceded by a Banquet in honor of the Speakers and is Western Indiana Railroad Company and the 


always well attended. Belt Railway Company of Chicago. 


Our Society has a Membership of 102 with an ex- 
cellent “esprit de corps” and a feeling of co-operation. 
E. H. Quanprt. 









On Wednesday, May 17, over Station WGN, 
Dr. Max Biesenthal discussed ‘‘ The Impurtance 
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of Symptoms in the Diagnosis of Tuberculosis, ’’ 
under the auspices of the Chicago Tuberculosis 
Institute. 


Drs. Geza deTakats and Eugene A. Edwards 
presented the scientific program at Ford 
County Medical Society on May 11. Doctor 
deTakats talked on ‘‘ Varicose Veins’’ and Doc- 
tor Edwards presented the moving picture film 
on ‘‘High Fundie Amputation of the Uterus 
for Pelvic Residues.’’ 

Dr. Robert H. Herbst addressed the Lake 
County Medical Society on Tuesday, May 9. 
Subject: ‘‘Transurethral Electro-Resection of 
the Prostate Gland.’’ 


Dr. W. A. Newman Dorland addressed the 
staff of the Ravenswood Hospital, May 24, on 
‘‘The Origin of Ovarian Tumors.’’ 


Dr. Clement L. Martin gave an address on 
‘*Perianal Tuberculosis’’ before the county 
medical society at Kenosha, Wisconsin, May 23. 


The annual meeting of the American Procto- 
logie Society will be held in Chicago, June 11, 
12 and 13, 1933. 


Dr. Laurence H. Mayers addressed LaSalle 
County Medical Society on May 9 on ‘‘ Arth- 
ritis.’’ 

Jacob Meyer gave a talk on ‘‘ Medical As- 
pects and Treatment of Gastric and Duodenal 
Uleer’’ at the May 10 meeting of Will-Grundy 


County Medical Society. 


Dr. Janet S. Barnes, Ann Arbor, addressed 
the Chicago Council of Medical Women, May 
5, on ‘‘Problem Parents of the So-Called Prob- 


lem Children.’’ 


Dr. Arthur C. Christie, Washington, D. C., 
addressed the Chicago Roentgen Society, April 
20, on ‘‘ Relation of the Medical Profession to 
the Costs of Medical Care.’’ 


Dr. Edward A. Bullard, New York, among 
others, addressed the Chicago Gynecological So- 
ciety, May 19, on ‘‘Cervicitis and Its Operative 
Treatment.”’ 
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Dr. William P. MacCracken, senior medica] 
examiner for the aeronautics branch of the 
U. S. Department of Commerce in this area, 
has been appointed medical director of the 
American Air Races to be held at the Chicago 
airport, July 1-4. 


Speakers before the Chicago Pathological So. 
ciety, May 8, included Drs. Victor Levine on 
‘‘Chronie Embolism of the Lungs’’; William 
R. Williams, Riverside, Ill., ‘‘ Experimental 
Studies of the Effects of Lung Compression on 
the Pulmonary Circulation,’’ and Perry J. 
Melnick, ‘‘Theea Cell Tumors of the Ovary.”’ 


Dr. Ernest E. Irons, dean, Rush Medical Col- 
lege, has been appointed chairman of the de- 
partment of medicine, succeeding Dr. George 
F. Dick. Dr. Dick continues as professor in the 
department of medicine at the college and as 
professor and chairman of the department of 
medicine in the Division of Biological Sciences, 
University of Chicago. 


Dr. John A. Ascher was elected mayor of 
Freeport, April 4, and he assumed office May 
1. Dr. Ascher, who is a member of the board 
of censors of the Stephenson County Medical 
Society, was president of the society in 1926. 
In Sparks, Nev., where he practiced for several 
years, Dr. Ascher served at different times as 
city and county health officer. 


Drs. Francis L. Lederer and Frederick H. 
Falls of the University of Illinois were guests 
of the Dubuque County Medical Society at 
Dubuque, Iowa on May 9, 1933. Dr. Lederer 
addressed the Society on ‘‘ Modern Concepts in 
the Diagnosis and Treatment of Sinus Condi- 
tions.’’ Dr. Falls on ‘‘Pregnaney and Tuber- 


culosis.’’ 


Dr. Leon Unger addressed the Parent-Teach- 
er’s Association at the O’Keeffe School May 15 
on ‘‘Hay Fever and Suggestions for Prevent- 
ing it and its Complications. 


Dr. K. B. Rieger, Freeport, was appointed 
Health Commissioner of the City of Freeport, 
May 1, 1933. 
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Dr. Max S. Wien, conducted a Skin Clinic 
for a joint meeting of the St. Anthony Hospital 
Staff and the Winnebago County Medical So- 
ciety, at Rockford, Ill. on May 3, 1933. 





News Notes 


—At the annual meeting of the Chicago 
Tuberculosis Society, the following officers were 


elected :— 
President 2ss20.0 sete Dr. Otto C. Schlack 
Vice President..............------------ Dr. Aaron Arkin 


Secretary and Treasurer 
‘caso iain ecsidcaseticeatceamaaain sin Dr. Ellis B. Freilich 


—There will be a meeting of Registered 
Laboratory Technicians, June 12 and 13, at the 
Medinah Athletic Club, 505 North Michigan 
Boulevard, Chicago. The purpose of this meet- 
ing is to organize a National Association. All 
Registered Technicians are urged to be present. 
An interesting program and entertainment have 


been provided. 


—Medical students are to be admitted once a 
year beginning with the autumn quarter, 1933, 
according to the News Bulletin of the Division 
of Biological Seienees, University of Chieago. 
Heretofore, medical students have been ad- 


mitted during each quarter. 


—Dr. James Ewing, professor of oncology, 
Cornell University Medical College, and di- 
rector, Memorial Hospital for the Treatment of 
Cancer and Allied Diseases, New York, de- 
livered the second Frank Billings Leeture of 
the Thomas Lewis Gilmer Foundation of the 
Institute of Medicine of Chicago, May 26. Dr. 
Ewing’s subject was ‘‘The Depression: Its Ef- 


fects on Medicine, Research and Practice.’’ 
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—The dedication of the building and 1,000,- 
000 volt transformer of the Merey Hospital 
Institute of Radiation Therapy occurred May 11 
with addresses by Rev. Robert M. Kelley, S. J., 
president, Loyola University; Dr. Jennings C. 
Litzenberg, University of Minnesota Medical 
School, William D. Coolidge, 
D.Se., director of research laboratory, General 
Electric Company, Schenectady, N. Y.; Dr. 
Herman L. Kretschmer, president, Chicago 
Medical Society, and Dr. Louis D. Moorhead, 
dean, Loyola University School of Medicine. 


Minneapolis ; 


—More than $100,000 has been bequeathed 
to the University of Chicago for the treatment 
of crippled children, by the will of the late Mrs. 
Gertrude Dunn Hicks. In 1927, Mrs. Hicks gave 
the university $300,000 for the construction of 
the Gertrude Dunn Hicks Memorial Hospital 
for Crippled Children, in which fifty beds are 
available for children whose families are unable 
to provide medical care. It is planned to hold 
the principal of the recent gift in trust for ten 
years. The aggregate income then will be placed 
in trust to provide a fund for the operation of 
the hospital, the principal to become the proper- 
ty of the university outright. 


—Precautions are being planned by the Chi- 
eago Health Department for health of the visi- 
tors to the Century of Progress Exposition 
during the coming summer. Particular atten- 
tion will be paid to water and sewage disposal, 
purity of food and milk, examination of em- 
ployees, and adequate comfort stations and 
drinking fountains. The department will have 
complete control over all other health matters. 
The fair grounds will be under the same health 
supervision as the rest of the city. Tourist 
camping grounds within the city limits wll also 
be under strict supervision, while outside camps 
will be under the control of state authorities. 
Tourist camps desiring the sponsorship of A 


Century of Progress must submit their plans 
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for sanitary facilities and the control of com- 
municable diseases to the health department for 
approval before any action will be taken by ex- 
position officials. Food handlers have already 


been examined for communicable disease. 


S. 566 and 8. 567 propose to create a board 
of examiners for practitioners of physiotherapy 
and to regulate that calling. Physiotherapy is 
defined as ‘‘the diagnosis and treatment of hu- 
man ailments by the use of any natural force 
or agency, to wit, water, heat, sunlight, elec- 
tricity or electrically produced energies, ultra- 
violet light, infra-red light, manipulation, mas- 
sage, or other natural means without the use of 
medicine or operative surgery.’’ Applicants for 
such licenses must be 21 years of age, of good 
moral character, have graduated from a high 
school approved by the department of registra- 
tion and education and have studied physio- 
therapy for two yearsin schools of physio- 
therapy approved by the department. 8S. 572 
proposes to repeal the act regulating the prac- 
tice of beauty culture. H. 768 proposes to 
authorize the asexualization of certain socially 


inadequate inmates of state institutions, 


Crime as a mental health problem will be 
discussed in a new series of radio talks, spon- 
sored by the Illinois Society for Mental Hy- 
giene over Station WGN, Chicago, beginning 
May 25. 


psychiatry, University of Illinois College of 


Dr. H. Douglas Singer, professor of 


Medicine, will treat this phase. Other speakers 


and their subjects in the series will be: 


Clifford R. Shaw, Ph.D., research sociologist, 
Institute for Juvenile Research, Causative Fac- 
tors in Delinquency, June 1. 

Dr. David B. Rotman, Psychiatrie Institute, 


Municipal Court, Mental Disease and Crime, 


June 8. 


Dr. John A. 


Illinois, Psychological Factors in 


Larson, assistant state erimi- 
nologist of 


Crime Detection, June 15. 
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Dr. Harry R. Hoffman, director, behavior | 


clinic, criminal court, The Mentally Defective | 


Delinquent, June 22. 


Dr. Paul L. Schroeder, state criminologist of 
Illinois, Mental Health Measures in Prison © 
Care, June 29. 





Deaths 


Heten B. Bopetson, Rock Island, Ill.; Woman's © 
Hospital Medical College, Chicago, 1878; aged 91; died, 
April 13, of bronchopneumonia. 


Frep W. BrANnER, Collinsville, Ill.; American Medical 
College, St. Louis, 1897, a Fellow, A.M.A.; aged 62; 
died, April 9, of erysipelas. 


Harvey J. CHurcHILL, Pekin, Ill.; National Homeo- 
pathic Medical College, Chicago, 1893; aged 85; died, 
April 14, in Los Angeles, of complications resulting 


from a fall. 


James TRACEY JornerR, Herod, Ill.; St. Louis College 
of Physicians and Surgeons, 1909; aged 53; died, March 
2, in ‘the Lightner Hospital, Harrisburg, of cerebral 


hemorrhage. 


LutHer H. Morcan, West Franklin, Ill.; American 
Medical College, St. Louis, 1894 and 1896; also a minis- 
ter; aged 63; died, February 5, of valvular heart disease. 


NATHANIEL Curtis Rocers, Chicago; University of 
Pennsylvania School of Medicine, Philadelphia, 1907; 
aged 50; was found dead, March 16, of chronic myo- 


carditis and nephritis. 


BENJAMIN FRANKLIN Rotter, Chicago; University of 
Pennsylvania School of Medicine, Philadelphia, 1902; 
member of the Medical Society of the State of New 
York, and the Illinois State Medical Society; aged 56; 
died, April 20, in the Doctor’s Hospital, of pneumonia. 


ALBERT Jacques St. GERMAIN, Chicago, Rush Medi- 
cal College, Chicago, 1921; aged 38; on the staff of 
St. Luke’s Hospital, where he died, April 28, as the 
result of injuries received in an elevator accident in the 
building in which he resided. 








